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THE PROBLEM OF ALCOHOLISM AT THE BOSTON CITY HOSPITAL 


Merritt Moore, M.D.,* anp Mivprep Geneva Gray, M.A.t 


BOSTON 


INCE the earliest days of Boston’s existence the 

problem of alcoholism has caused great con- 
cern to those charged with the care and super- 
vision of persons who, temporarily or for a long 
period, are unable to care for themselves. In 
general this burden has fallen upon three agen- 
cies: the Hospital Department, the Department 
of Public Welfare and the courts and penal insti- 
tutions. Whether the relative extent of alcoholism 
has changed with the increase in the total popula- 
tion is hard to determine with accuracy, but it is 
evident that the absolute number of alcoholics re- 
quiring care is greater in recent years than at any 
previous time. The attitudes of those charged 
with the care of alcoholic persons have undergone 
a constant and complete evolution. In the early 
days, persons suffering from alcoholism were con- 
sidered to be perverse and wicked, abandoned and 
without. conscience. The attitude of the courts 
was strongly colored by a moralistic and religious 
trend. 

During the seven decades from 1864 to 1936 
there were admitted to the Boston City Hospital 
45,567 persons suffering from various stages of 
physical incompetency related in some manner to 
the excessive use of alcohol. These cases consti- 
tute one twentieth of the total number of all ad- 
missions since the hospital has been in existence, 
and as such form one of the largest groups for 
which it has had to provide care. This figure 
does not inciude cases received at the South De- 
partment (for contagious disease) or at the East 
Boston and Haymarket Square relief stations, nor 
does it include persons who were brought to the 
main hospital principally because of medical or 
surgical conditions and in addition were suffering 
from alcoholism. Therefore the figure given above 
is minimally representative and deals only with 
cases of obvious alcoholism, including delirium 
tremens. 

In the past twenty years the percentage of al- 
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coholic admissions has been proportionately great- 
er than at any other period in.the history of the 
hospital, so that alcoholism has become a most 
difficult and expensive problem in hospital admin- 
istration. The aim of this paper is to survey this 
group of patients so far as available hospital rec- 
ords permit, with the ultimate purpose of formu- 
lating a program for their better treatment and 
management. It will be evident that the records 
are frequently incomplete, owing partly to the in- 
adequacy of the staff available in the past for the 
care of alcoholics; also, their condition often made 
the recording of a complete history impossible. 
There has never been provision for treatment of a 
sort which would tend to decrease the recurrence 
of the presenting symptoms of these patients, ex- 
cept when alcoholism was complicated by a ma- 
jor surgical or medical problem. 


CHANGING ADMINISTRATIVE ATTITUDES TOWARD 
ALCOHOLISM 


The Boston City Hospital was founded to serve 
exclusively that class of society to which the al- 
coholic does not belong. The purpose to which it 
was dedicated was to alleviate “the pains of those 
who suffer in their uncomfortable and often mis- 
erable homes when sick, but who could not enter 
the Massachusetts General Hospital and who would 
not go to the almshouse.”* “But,” continued 
Thomas C. Amory, Sr., in his dedicatory address 
in 1865, “the respectable poor, virtuous, neat, and 
well conducted, should not be subjected to the 
daily intercourse with the profligate, who, by in- 
temperance and vicious indulgence, have degraded 
themselves to the level of the brute; whose unseem- 
ly habits, profane and rude conversation, would 
soon drive all others away. For their convenience 
these apartments were never intended, and both 
City and State have made other provisions. The 
government should be firm in declining to receive 
them, in compelling their removal when inadver- 
tently admitted.”* The hospital, most explicitly, 
was to be used not as an asylum for those intem- 
perate souls who by their seemingly perverse na- 
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tures bring on their own misfortunes, but for those 
“who are unaccountably struck down in the midst 
of their honest labors by a thrust of God. ... 
Hence we would not have this hospital for the re- 
ception of degraded victims of vice and intemper- 
ance, or as a home for the hopeless pauper; but 
we would have it regarded as an asylum for the 
industrious and honest mechanic and laborer, who 
by sudden injury or disease is temporarily pre- 
vented from laboring for the support of his family 
and himself, and who by proper care and medical 
treatment may have his suffering alleviated, and 
be sooner restored to health and his family, and 
be enabled to resume his labor.”* 


In the first trustees’ report* (1865), with the 
hospital in its first year of life, and with these ded- 
icatory words still echoing, a request was made 
for the speedy erection of a building to be used as 
a “foul ward.” “There are still, at all times in 
such a hospital, cases of delirium, or patients af- 
fected with loathsome diseases requiring separa- 
tion for their own protection and treatment, as 
well as for the safety and comfort of others.” An 
item such as this, standing in the same report with 
those more glowing ones quoted above, makes an 
incongruous picture, but serves to emphasize that 
ideals and actual practice in the hospital were 
often far apart. ~ Officially the hospital excluded 
alcoholic patients, but in practice it was forced to 
admit them. 


The reluctance of the hospital authorities to ac- 
cept such cases is understandable, for with the 
crowded conditions with which they have been 
forced to deal and with the inadequate facilities 
for proper treatment, the acceptance of an alco- 
holic has always meant annoying if not actually 
excluding a patient who, according to all standards 
of choice, was more deserving of treatment. Con- 
sequently, from 1865 up to the present time, there 
has been an almost annual request by the staff for 
an addition to the hospital where alcoholic patients 
could be quartered away from others, and where 
they could be given the special treatment which 
their condition required. These requests were in 
the main passed by with little or no heed. 

In 1870 the “foul ward” was again requested.’ 
“More room is required to . . . keep the delirious 
cases or foul cases by themselves.” In 1884 the su- 
perintendent and resident physicians reported 
that 168 cases of alcoholism and delirium tremens 
had been rejected.° “We have,” they wrote, “no 
ward devoted to such cases and if admitted, their 
noisy and delirious condition brings harm to other 
patients. . . . Many of them, however, apply at 
a time when it is impracticable to send them to 
the Islands, and rejection, perhaps, involves the 
life of the patient. A special building should be 
provided, where they may be isolated and receive 
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proper care. An organized hospital like this, with 
an annexed ward of suitable character, could prob- 
ably treat alcoholism more effectively and more 
economically than an infirmary; but under no 
other conditions is it possible to treat them here, 
without making other patients uncomfortable and 
wretched, and, in many instances, causing them 
positive injury. So far as possible it has been 
the aim of the management to meet in every way, 
all proper demands, and no one suffering from al- 
coholism has been rejected when it would jeopar- 
dize life. The police department has been in- 
structed to bring doubtful cases promptly to the 
hospital.” 

In 1888, a slight improvement was made and 
Wards K and L were vacated and given over to 
the use of “those patients of a class whose pres- 
ence in large wards is always objectionable and 
injurious. By use of the rooms, such patients can 
be placed so as to exert a minimum of annoyance 
and be themselves more suitably cared for.” This 
additional space proved inadequate, and two years 
later the superintendent and resident physician re- 
ported “there are too many beds in the rooms; 
the nursing and treatment is made more difficult 
than it should be by the complex organization and 
crowded conditions of both wards. . . . The 
patients receive intelligent and devoted care, but 
such classes of cases as we now assign to these 
wards can never receive the air, space, classifica- 
tion, and surrounding comforts they require. A 
large building should be erected on the surgical 
side, on the ground now occupied by the laundry 
yard, capable of receiving in isolated rooms at least 
thirty patients of each sex. . Both medical and 
surgical open wards should be kept free from of- 
fensive, troublesome, or refractory patients and the 
present complex and undesirable method would be 
much simplified, the patients would receive bet- 
ter attention and comfort, and the work of the 
medical and nursing service would be more ef- 
fective.” 

In 1893, the erection of a two-story building was 
again urged and the fact reiterated that “we have 
no proper place in which to put the large number 
of alcoholic cases, which, in spite of our rules, we 
are compelled by humanity to admit”; further- 
more, “it is noticeable that among patients apply- 
ing for admission there is a largely increased num- 
ber of those who are victims of vice, and who 
seek admission to the hospital either suffering from 
the effects of alcoholism or venereal disease only.” 


It cannot be said, therefore, that the problem of 
alcoholism was not by this time a serious one and 
that it had not been brought fully to the attention 
of the municipal government, but the desired facil- 
ities were not forthcoming. In 1904, a three-story 
building was erected to replace a pavilion con- 
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taining Wards K, Land M. “This building is in- 
tended for the isolation of cases not permissible in 
a general ward, and who are not alcoholics.””° 


Nothing further was done toward the treatment 
of violent and alcoholic cases in the hospital until 
February, 1919, when Ward F was opened for this 
purpose. This was the era when prohibition was 
under way and hospital authorities, along with 
the rest of society, supposed that the problem of 
alcoholism was to ‘be brought to a speedy solu- 
tion. In 1920, the annual report states that the 
prohibition laws have brought about “a consid- 
erable diminution in the number of alcoholics, 
and there is a smaller number of cases demanding 
special treatment.”** The following year there 
was such a considerable reduction that the special 
ward for male patients of this type was closed. 
The change was unfortunately premature. While 
the early twenties did show a diminishing num- 
ber of alcoholic cases, the problem of alcoholism 
was not so superficial as to be solved by legal en- 
actment. In 1922, the superintendent and medi- 
cal director reported that “as a result of prohibi- 
tion, new and strange concoctions are being drunk 
by those addicted to the use of alcohol. Because of 
the nature of the alcohol imbibed, it has become 
necessary to admit every case. This adds another 
burden to our already overcrowded condition.”** 
And so, after a three- or four-year interval when pro- 
hibition apparently achieved some measure of con- 
trol, the problem of alcoholism in the hospital 
was more serious than ever before. In 1923 “the 
problem of caring for alcoholics still remains a 
serious one for the hospital.”** In 1925 it was 
again urged “that a small ward be set aside for ex- 
cited or noisy cases, and that equipment include 
facilities for warm baths for treatment of these 
cases... .”"* No definite action was made toward 
meeting the problem, and the situation continued 
to be serious. 


The aim of the founders of the hospital had been 
to exclude completely all cases of alcoholism, and 
to admit for treatment only those patients who 
could be classified as industrious and honest. The 
same year that this ideal was stated it was proved 
impractical, and the patient ill with acute alco- 
holism was continually found to present essen- 
tially medical problems. 

From the idea of complete exclusion in 1865 
the attitude had progressed within a few years to 
one of grudging tolerance. Twenty-two years 
later it was essentially unchanged. The situation 
was a vexing one for those responsible for the 
conduct of the institution. In 1878 they had re- 
ported that “besides new-comers to the City there 
were other classes of people who are professional 
invalids, shiftless and improvident persons, fre- 
quent applicants for relief, victims of their own 
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vices with alcoholism or injuries from drunken 
quarrels or accidents, who infest the hospital, and 
whose condition at the time for application makes 
it ‘inhumane’ to raise any question as to their ad- 
mission.” Of these cases hospital authorities re- 
peatedly said that they were, “in spite of our rules, 
compelled to admit them by humanity.”*® Until 
1908, despite the fact that alcoholics were actu- 
ally admitted for treatment, they were still offi- 
cially barred. In that year, by a new ruling, they 
might enter provided they could pay for their 
treatment. The rule stated: “No person having 
acute venereal disease or alcoholism, shall be ad- 
mitted except as a paying patient.”** 

As such the rule stands today—but only nomi- 
nally. The theoretical and actual attitudes of the 
hospital administration toward this problem re- 
main in notable contrast to one another, for it is 
obvious that alcoholics had to be admitted who 
could not pay for treatment, even when there was 
no medical or surgical complication requiring hos- 
pitalization.* 

Today the alcoholic is viewed with more tol- 
erance, but the actual problem, the available facil- 
ities and the treatment of this group are little more 
adequate than in the early years of the hospital. 


Tue Extent oF ALCOHOLISM FROM 1864 To 1935 


During the last seventy years, although this period 
covers the time when the Eighteenth Amendment 
rendered the sale of alcoholic beverages illegal, the 
increase in the admissions of alcoholic patients 
has been great, both when considered on an ab- 
solute basis and in relation to the increasing hos- 
pital population. 

The Boston City Hospital opened its doors to 
admit patients in 1864, and during the first year 
475 sick men and women were admitted for med- 
ical and surgical treatment. Of these patients, 
only 5 (or 1 per cent) are reported as having been 
diagnosed cases of alcoholism. In the four years 
immediately following, only 3, 5, 9 and 8 patients, 
respectively, were admitted with that complaint. 
The disinclination of the hospital to admit alco- 
holics did not alter the situation. By 1869, 25 
alcoholic patients were admitted (the total admis- 
sions for that year had been 3,054), and from that 
time on alcoholic admissions rapidly increased. 
Their annual total varied considerably; from 1890 
on, the number has never dropped below 100, and 
has steadily risen. 

The direction of the curve representing total hos- 
pital admissions has been consistently upward. 
From 475 patients admitted in 1864, the turn of 
the century saw an annual total of 8,131, at about 
which level it remained until 1910. Since then it 

*In 1905 among the special rules for the Haymarket Square Relief Station 
appeared one which stated that no alcoholic patient should be received 


unless there was also a surgical or medical complication making hospital 
treatment absolutely necessary. 
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has risen at the rate of about a thousand addi- 
tional cases each year. By the end of the World 
War over 16,000 patients were being admitted an- 
nually. Alcoholic admissions were increasing cor- 
respondingly. 

During the first two decades of the twentieth 
century, alcoholic admissions rose from 140 to 
about 1,000 a year (1,322 in 1921). The rise was 
slow but steady and concomitant with the in- 
crease in total hospital admissions. In these first 
fifty years of the hospital’s life the ratio of alcoholic 
admissions to total admissions varied between 1 
and 3 per cent, but after 1915 a completely differ- 
ent situation prevailed and greatly increased num- 
bers of alcoholic patients began to be admitted. 
The ratio of alcoholic to total admissions rose in 
a few years to a peak of 13 per cent in 1923. 

The early ratios are misleading and are due to 
several factors. One is the addition of new wards 
(surgical, gynecologic and neurologic, for ex- 
ample); another during the early years the increase 
in total beds without an increase in the number of 
beds available for alcoholics. Although no definite 
or accurate estimate is possible it is reasonable to 
suppose that this situation lowered the ratio be- 
tween total and alcoholic admissions while the 
former were increasing. Another factor which 
makes accurate appraisal difficult is that during 
the early prohibition period (particularly 1922, 
1923 and 1924) more alcoholic patients were ad- 
mitted than during any other three-year period. 
This may possibly be related to the consumption of 
inferior substitutes for beverages formerly legal. 
This fact accounts for the high ratio between al- 
coholic and total admissions in the period 1922- 
1926 inclusive, when the percentage ran as fol- 
lows: 


* Year Percentage 
192] LD 
1922 11.63 
1923 12.98 
1924 12.46 


1925 9.66 


During the last ten years the percentage has 
diminished from 10 to 6, although the actual num- 
ber of annual alcoholic admissions has remained 
relatively constant (Fig. 1). This has come about 
through the fact that annual total admissions have 
increased enormously (to 38,000 in 1934) and facil- 
ities for receiving and caring for alcoholic patients 
have remained about the same. 


AGE AND SEx DistriBUTION 


When a large group of patients such as this 
is considered, it is of especial interest to examine 
some of the intrinsic data. The sex distribution 
shows these patients to be chiefly males. It was 
not possible to check every available record to cor- 
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roborate this fact; therefore, in this study all al- 
coholic patients admitted to the hospital in the 
six-year period 1930-1935, inclusive, were taken as 
a sample. 

Figure 2 shows the sex distribution of 13,716 
alcoholic patients. The age distribution, in so far 
as it could be determined, is also included. Of the 


RATIO OF ALCOHOLIC ADMISSIONS TO TOTAL HOSPITAL ADMISSIONS 
AT THE BOSTON CITY HOSPITAL, 1664 TO 1936 











oeisstatissatin 


“eh 161 EOD” HS TOW IBS 1900 HOS WO HO HD HS WO MS 


FIG. 1. Percentile relation between the yearly number of alcoholic cases 
and total admissions, 1864-1936. 

total patients, 12,040, or 87.7 per cent, were males 
and 1,676, or 12.3 per cent, were females. In 
other words, males outnumbered females by about 
7:1. This proportion is particularly significant in 
view of the fact that during this same period the 
ratio of males to females in the total admissions 
was .9645:1, or virtually 1:1. In the general popu- 
lation of Greater Boston, from which most of the 
patients came, females slightly outnumber males. 
This balance is fairly well maintained among all 
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FIG. 2. Age and sex distribution of alcoholic admissions, 1930-1936. 


patients admitted, which serves to emphasize the 
significance of the 7:1 ratio between male and 
female alcoholics. 

This group of alcoholic patients, considered as 
a whole, may be regarded as fairly representative 
of the alcoholic situation in recent years. When 
these patients are grouped in five-year periods ac- 
cording to age, it is found that the largest num- 
ber are those between the ages of 36 and 40. Only 
2 cases under 10 years are reported. The num- 
bers rise rapidly with increasing age until the 
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peak is reached in the 3640-year group—1,578 
cases. The totals decrease slowly, until there are 
only 63 cases in the 76-80 group; only 17 in the 
81-85 group; and only 7 in the 86-90 group. The 


ages of 3,047 cases were unknown. 


Age No. of Cases Age No. of Cases 
1-10 2 51-55 994 
11-15 15 56-60 &62 
16-20 153 61-65 596 
21-25 524 66-70 378 
26-30 109] 71-75 192 
31-35 1423 76-80 63 
36-40 1578 81-85 17 
41-45 1517 86-90 7 
46-50 1259 


Considered separately, the largest number of 
males, 1,393, is in the 36-40 group, which corre- 
sponds to the peak for all groups, but for women 
the largest number was found in a slightly older 
group, the 41-45 one, which contained 212 cases. 
The increase and decrease in groups is approxi- 
mately the same for female and male alcoholic pa- 
tients (Fig. 2). 


OuTCOME 


The records of alcoholic patients admitted be- 
tween 1864 and the present time (now more than 
50,000 in number) show quite definitely what pos- 


CHART SHOWING OUTCOME OF ALCOHOLIC CASES 
AT THE BOSTON CITY HOSPITAL , 
1864 ~1935 
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FIG. 3. Outcome of hospital care. 


sibilities await the man admitted in an intox- 
icated state: he may be kept in the hospital, treated 
and discharged as relieved or not relieved; or 
he may leave at his own request against the ad- 
vice of the staff physicians; or he may die in the 
hospital. Considerable opportunity is afforded to 
observe the results of hospital treatment in a large 
number of cases. Figure 3 shows the outcome of 
hospital care. It is obvious, on first inspection, that 
by far the greatest majority of patients (38,360, 
or 84.1 per cent) were discharged relieved. The 
term “relieved” is considered to mean any im- 
provement in the patient’s physical or mental con- 
dition on discharge as compared with his condi- 
tion on admission. The patients not relieved on 
discharge total 1,406; a somewhat larger number, 
2,872, left against advice; 2,929 died in the hospitai. 


PROBLEM OF ALCOHOLISM—MOORE AND GRAY 
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DeatrHs FROM ALCOHOLISM IN THE HospITaL 


Death in the hospital occurred for the most part 
in patients suffering from acute alcoholism. How- 
ever, most alcoholic patients were in a state of 
acute intoxication on admission; in some years 
one third were either semicomatose or actually 
unconscious when they were admitted. This being 
the case, it is not surprising that the annual num- 


ANNUAL DEATHS FROM ALCOHOLISM 
AT THE BOSTON CITY HOSPITAL, [864 TO i936 
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FIG. 4. Annual deaths from alcoholism in the hospital, 1864-1936. 


ber of deaths from alcoholism is very large and 
is increasing.* 

Few patients died from alcoholism in the hos- 
pital in the first twenty years (from 1864 to 1885). 
After 1885 there was a constant annual increase 
in the number of these deaths. There is consid- 
erable fluctuation from year to year. The peak 
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FIG. 5. Age and sex distribution of 438 patients dying of alcoholism 
in the hospitat, 1934-1955, 


years were 1901, 1907, 1911, 1916, 1924, with an 
enormous peak in 1933. It is since 1915, particu- 
larly, that the deaths have so greatly increased, but 
this fact is consistent with the observations al- 
ready stated concerning similar increases in total 
hospital admissions and in annual alcoholic admis- 
sions. 

Few data are available in hospital records con- 
cerning alcoholics who die in the hospital, since 
such deaths are investigated by the medical exam- 
iner."* Taking for example a group of patients 
admitted in 1934 and 1935, it is seen that the ages 


* 

*“The proportion of alcoholics entering the Boston City Hospital is 
undoubtedly greater than the proportion entering the average hospital. . . . 
There were 2,079 admissions for alcoholism in the year 1933 (6 per cent 
of the total admissions). The records of 690 of these (33 per cent) men- 
tioned coma as a presenting sign.’’—Solomon and Aring.™* 
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(excluding those patients whose ages are un- 
known) of the largest number who died in the 
hospital were between 46 and 50 (Fig. 5). 

A comparison of the data in Figures 2 and 5 
shows that except for the larger number of cases 
falling in the 31-35-year group for males, and the 
36-40-year group for females, the age distribu- 
tion is similar for deatkis from alcoholism and for 
total alcoholic admissions. From both it can be 
seen that the alcoholic is most prominently a hos- 
CHART SHOWING NUMBERS OF CASES WITH SPECIAL TYPES 


OF DISEASES OF THE NERVOUS SYSTEM RESULTING FROM 
ALCOHOLISM, BOSTON CITY HOSPITAL, 1910-1935 
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FIG. 6. Cases with special types of diseases of the nervous system 
resulting from alcoholism, 1910-1935. 


pital problem when he is at the age that includes 
the beginning of early middle life. 

It is probable that alcoholics surviving beyond 55 
years are cared for in other institutions when al- 
coholic psychoses and other mental changes neces- 
sitate custodial care over a long period. In the 
group whose age is unknown, many died soon 
after admission to the hospital, frequently without 
regaining consciousness. 

The terminal causes of death are many. Most 
numerous are alcoholism itself as a primary diag- 
nosis, delirium tremens, pneumonia, cardiac con- 
ditions, lacerations, brain injuries, erysipelas, men- 
ingitis, septicemia, gangrene and hemorrhages 
of various types. 

It can be assumed that many patients died be- 
cause of neglect prior to admission. A large num- 
ber died within twenty-four hours after it. 


DisEAsEs OF THE Nervous SystEM RESULTING 
FROM ALCOHOLISM 


In the twenty-five year period from 1910 to 1935 
there were 1,064 cases admitted with special types 
of diseases of the nervous system resulting from 
alcoholism. 

The peak for the period was reached in 1920, 
when 210 of these cases were admitted for treat- 
ment (Fig. 6). This alarming rise from 39 cases in 
1919 .was due to the fact that the Eighteenth 
Amendment was put into effect at this time. It may 
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seem strange that alcoholic admissions increased at 
the hospital with the introduction of prohibition, 
rather than decreased; the increase occurred be- 
cause many persons were unable to obtain liquors 
of good quality and resorted to drinking almost 
any beverage containing alcohol. : 
Forty-seven men and 46 women suffered from 
alcoholic neuritis and pellagra syndromes which 
are now believed to be due to the decreased food 
and vitamin intake.’* During the peak year, 1921, 
a large part of the patients with diseases of the 
nervous system had “jakey” paralysis caused by 
drinking Jamaica ginger contaminated with tri- 
orthocresyl phosphate;*° 22 cases were diagnosed 
“alcoholic insanity” and were referred to mental 
hospitals without more specific diagnoses. 


Orner Conpitions CoMPLICATED BY ALCOHOLISM 


No data are included in this study concerning 
patients admitted primarily because of medicai 
and surgical conditions and intoxicated at the time 
of entry. Surgical conditions were frequently 
complicated by alcoholism. These in many cases 
were due to severe injuries received while intoxi- 
cated and to lack of treatment of minor injuries, 
as evidenced by the frequency of diagnoses such as 
cellulitis, septicemia and “pyemia.” Lacerations, 
fractures, abscesses, and trephining operations on 
the brain, as well as amputations of extremities, 
were common between 1870 and 1900, but since 


CHART SHOWING NUMBER OF PATIENTS REFUSED ADMISSION TO 
THE BOSTON CITY MOSPITAL ON 
ACCOUNT OF DELIRIUM TREMENS AND ALCOHOLISM, 1866 - 1917. 
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FIG. 7. Number of patients refused admission on account of delirium 


tremens and alcoholism, 1866-1917. 


the chief complaint on entry was the surgical con- 
dition, alcoholism was considered a complication 
and these cases are not included among the essen- 
tial alcoholics. Likewise, among cases admitted 
to the medical services there were frequent admis- 
sions for pneumonia and influenza, complicated 
by alcoholism, and for the same reason these are 
not included among the alcoholics. Thus it is im- 
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possible to estimate the exact number of cases in 
which alcoholism was an important factor. 

Patients with delirium tremens were frequently 
refused admission; because of their numbers, those 
who were admitted will be treated in more detail 
in a separate study. Between 1866 and 1917 vary- 
ing numbers were refused admission, particularly 
between 1890 and 1900, when there were inade- 
quate facilities for their care (Fig. 7). 


TREATMENT OF ALCOHOLISM IN 
OuTPATIENT DEPARTMENT 


THE 


Many alcoholics were treated in the outpatient 
department after their discharge as house cases. 
The numbers are small in comparison to the group 
admitted to the hospital, and represent those who 
had conditions persisting after the initial com- 
plaint had subsided and who were willing to re- 
turn voluntarily for further treatment; 123 of the 
cases were diagnosed alcoholic neuritis, and 74 

CHART SHOWING NUMBER OF ALCOMOLIC PATIENTS IN. THE . 
T DEPARTMENTS, 


NEUROLOGICAL, MEDICAL AND SURGICAL OUT-PATIENT 
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FIG. 8. Number of alcoholic patients in the neurological, medical and 
surgical outpatient departments, 1867-1916. 
suffered a gastritis primarily related to their drink- 
' ee 
ing. Occasionally cases of alcoholic “faucitis” and 
of alcoholic amblyopia are noted among the out- 
patient department records. 


EMPLOYMENT IN THE Liquor TRADE 


There was, in preprohibition days, a common 
impression that persons engaged in the manufac- 
ture and sale of intoxicating beverages were non- 
drinkers. The theory was general that the horrible 
example of intoxicated consumers of liquor chas- 
tened these persons and served as a compelling de- 
terrent to their own drinking. Figures derived from 
thirty-six years of hospital records tend to show that 
this was a legend not based on fact. Over 830 
bartenders required hospital treatment during that 
period. Brewers (including all persons engaged 
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in the manufacture of fermented liquors) do not 
come in contact with distilled liquors so intimate- 
ly as bartenders, but nonetheless 213 brewers were 
hospitalized during a thirty-six year period; 37 
liquor dealers appear, together with 24 saloon- 
keepers and 6 bottlers. 

No data are available as to the frequency of hos- 
pital admissions among all persons in the liquor 
trade, but it is probable that many received hos- 
pital care elsewhere than in the Boston City Hos- 
pital. The proprietorial groups (liquor dealers 
and saloonkeepers) possibly sought care in private 
institutions rather than in a municipal one. 


CONCLUSIONS 


Alcoholism as a medical problem is not new, 
and despite legislative, religious and propagandist 
efforts at control, it is still a pressing and expensive 
situation which the community must face. Too 
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FIG. 9. Employment in the liquor trade of patients admitted, 1866-1902. 


often in the past it has been neglected. Hos- 
pital facilities in Boston have never been ade- 
quate to meet the demands placed upon them 
by alcoholics. In large measure the attitude of 
the trustees and hospital staff at the Boston City 
Hospital has been conditioned by lack of space 
and lack of facilities rather than by nonhuman- 
itarian motives. Alcoholism is a pathologic con- 
dition, possibly symptomatic, as surely as the ex- 
cessive use of other intoxicants, and the alcoholic 
is entitled to adequate care exactly as is the drug 


addict. 


Complete understanding of the bases of alco- 
holism has never been reached; although it is not 
known with any degree of certainty why one man 
or woman drinks to excess and another abstains, 
it is known that the fundamental personality of 
most alcoholics deviates from that of the well- 
adjusted individual. It can be readily recognized 
that a man or woman is a chronic alcoholic be- 
cause his or her personality is inadequate to meet 
the stress and strain of a highly mechanized and 
competitive civilization, rather than that the in- 
nate personality has changed because of prolonged 
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drinking. However, the fact must not be ignored 
that a defective individual organization alone does 
not account for the large number of alcoholics 
produced or whose conditions are aggravated by 
social conditions.” 

Regardless of the causes of the condition, the 
facilities for care and treatment of alcoholism are 
woefully inadequate, particularly for prolonged 
care which would tend to prevent the onset of 
mental disease and chronic ailments among this 
group. 

There is need for re-education, especially among 
physicians, lawyers, penologists and_ sociologists. 
The care of alcoholics is not alone a hospital prob- 
lem, and the expense to the community warrants 
the provision of additional facilities for treatment, 
custodial care and rehabilitation. The establish- 
ment of clinics would not cause the problem to 
disappear, but would pay large dividends on their 
initial cost by the reduction of chronic alcoholism 
among persons who might be reached in its early 
stages. 

The “noble experiment” of prohibition has in- 
dicated all too clearly that legislation will not abol- 
ish alcoholism. Nor will continued neglect de- 
crease its incidence, as our figures show. In a 
great emergency such as a flood, fire or earth- 
quake, large sums are willingly spent to prevent 
recurrences. Here is a great chronic emergency, 
and it is only by the judicious expenditure of funds 
aimed to prevent the increase of the problem, 
through intelligent prophylactic as well as thera- 
peutic measures, that we can hope to see a diminu- 
tion in the number of patients who seek admission 
to public institutions and a consequent decrease 
in the enormous cost of maintaining them therein. 
The most serious need at the present time is not 
provision for the prolonged care of patients suf- 
fering from chronic alcoholism but additional 
facilities for the care of acute alcoholics. This 
need is to be found in most large municipal hos- 
pitals throughout the country, and indicates the 
importance of re-education to make clear the po- 
sition of alcoholism as an essentially medical prob- 
lem. 


SUMMARY 


1. Patients suffering from alcoholism have never 
been welcomed to the Boston City Hospital, but 
approximately 50,000 of them (or 5 per cent of 
total admissions) have been treated there in the 
Past seventy years. 

2. The annual number of alcoholic admissions 
has varied from 1 to 14 per cent of total annual 
admissions, with an average of 7 per cent. 

3. The annual total of all patients admitted has 
steadily increased, and the ratio of patients with 
alcoholism to total admissions has likewise in- 
creased, so that on an absolute as well as on a 
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relative basis the problem of alcoholism at the 
hospital is now greater than ever before. 

4. During the years of national prohibition more 

alcoholic patients were admitted than at any other 
previous time. Repeal has increased the number 
requiring hospital treatment. 
5. The majority of alcoholic patients admitted 
are males, and these outnumber females in the 
proportion of 7:1. Males are admitted in largest 
numbers between the ages of 36 and 40, and fe- 
males between 41 and 45. 

6. About 84.1 per cent are discharged relieved, 
but very many of these are readmitted as “repeat- 
ers” within a short time. 

7. Of the patients who die in the hospital, many 
are admitted in a state of coma and many die 
soon after entry. 

8. Deaths from alcoholism are increasing out of 
proportion to the increase in alcoholic admissions. 

9, The ages of many fatal cases are unknown, 
but the largest number of men who die are be- 
tween 46 and 50, and of women between 36 and 40. 

10. Many cases suffer from diseases of the nerv- 
ous system, especially neuritides and deficiency 
diseases. 

11. A small number receive treatment in the 
outpatient department following discharge from 
the hospital. 

12. A considerable number of patients have been 
engaged in the liquor trade, despite the common 
assumption that such persons do not become al- 
coholics. Of this group, the largest number are 


bartenders. 
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THE PREVENTION AND CONTROL OF TUBERCULOSIS 
IN MASSACHUSETTS 


Freperick T. Lorn, M.D. 


BOSTON 


HIS is the twenty-fourth anniversary of the 
establishment of the Massachusetts Tubercu- 
losis League. During the year there have been 
no changes in the personnel of the office staff, and 
it is a pleasure to report that the work has been 
carried on in a satisfactory and efficient manner. 


I have to make the unwelcome announcement 
that through the resignation of Dr. Walter P. 
Bowers the Executive Committee has lost a wise 
councilor, experienced in matters pertaining to 
the practice of medicine and public health and 
unselfishly devoted to the service of the commu- 
nity. 


SURVEYS OF TUBERCULOSIS CONTROL IN THE 
COMMUNITY 


Since the Shattuck report on the sanitary sur- 
vey of the State in 1850, there was no systematic 
attempt to bring public health procedures into ac- 
cord with the changing needs of the community 
until the appointment of the Massachusetts Health 
Commission in 1935 and the publication of its re- 
port (Report of the Special Commission to Study 
and Investigate Public Health Laws and Policies, 
House No. 1200, December 2, 1936). The com- 
mission’s* recommendations for the improvement 
of public health service and the control of com- 
municable disease in general, and of tuberculosis 
in particular, are of special interest to the League 
and its afhliated organizations. 


There have been many health surveys of Bos- 
ton, and attention has repeatedly been called to 
the high tuberculosis death rate and the impor- 
tance of more effective prevention and control of 
the disease in the city. In addition, the Tubercu- 
losis Committee of the Boston Health League 
(consisting of Frederick T. Lord, M.D., chair- 
man, Henry D. Chadwick, M.D., Horace Morison, 
Rev. Richard J. Quinlan, Sumner H. Remick, 
M.D., and Wilson G. Smillie, M.D., D.P.H.) has 


recently surveyed the situation in Boston. 


IMPROVEMENT AND EXTENSION OF PUBLIC HEALTH 
SERVICE IN MASSACHUSETTS 


In Massachusetts, contrary to the prevailing 
custom elsewhere among the states, the State De- 
partment of Public Health has only an advisory 
and investigative function, and authority in mat- 
ters pertaining to public health is vested in the 


The Presidential Address delivered at the annual meeting of the Mass- 
achusetts Tuberculosis League, April 14, 1937, 


local community. Under this system, the State as 
a whole and especially the smaller communities 
are inadequately protected. Of 277 towns with a 
population under 10,000, in 103 the selectmen con- 
stitute the board of health, and in only 97 is a 
physician a member. 

With advances of a technical nature in the field 
of public health, communities should have the ben- 
efit of specially trained health officers. 

It is, therefore, desirable, as recommended by 
the Massachusetts Health Commission, that any 
city or town of over 50,000 inhabitants be required 
to employ a full-time health officer (House No. 
1200, App. VIII), that there be established, except 
in Suffolk County, county health departments, the 
personnel of which shall serve as agents of the’ 
towns in the county, membership in such units 
to be mandatory for towns of less than 10,000 in- 
habitants and permitted for those of not less than 
10,000 nor more than 50,000 inhabitants (House 
No. 1200, App. VII), and that only such persons 
be eligible for appointment as health officers, 
health commissioners or agents of boards of health 
as meet standards established by the State Depart- 
ment of Public Health (House No. 1200, App. 
VIII). More complete provision of adequate 
health service throughout the State is desirable, 
and it would be unfortunate if, as a result of the 
passage of these bills, communities with a pop- 
ulation of from 10,000 to 50,000 failed to get the 
benefit of full-time health officers. 

In Massachusetts, where the school health pro- 
grams are for the most part under the school de- 
partments, there is an undesirable division of au- 
thority during the school years between the school 
departments and the boards of health. The in- 
auguration of the continuing tuberculosis program 
for the examination of school children, the follow- 
up of children by public health nurses, and the 
x-ray examination of family contacts of tubercu- 
lous children are responsibilities of boards of health 
rather than of school departments. The medical, 
nursing and sanitary aspects of health work in the 
schools, the immunization of children against 
diphtheria and the enforcement of regulations for 
the control of communicable diseases should also 
be the function of the boards of health rather than 
of the school departments. It is, therefore, de- 
sirable in communities where the boards of health 
are qualified to take on the school health work as 
part of the community health program that, as 
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recommended by the Massachusetts Health Com- 
mission, cities and towns be permitted to transfer 
school health service to the boards of health 
(House No. 1200, App. VI). 


CONTROL OF COMMUNICABLE DISEASES IN 
MASSACHUSETTS 


Regulations for the control of communicable dis- 
eases in general, and of tuberculosis in particular, 
are at present the responsibility of local boards of 
health. For the most part, these boards lack per- 
sonnel specially trained in matters pertaining to 
public health, and varying policies prevail in dif- 
ferent communities, with resultant confusion and 
uncertainty. 


To promote more effective control of tubercu- 
losis in the Commonwealth, standard procedures 
should be formulated with respect to the isolation 
of patients with the disease, the breaking of con- 
tact, especially for children, the instruction of pa- 
tients and attendants for the prevention of contact, 
droplet and dust infection, the disinfection of the 
patient’s room when vacated, and so forth. Such 
procedures should be uniform for the State, and it 
is in consequence desirable, as recommended by 
the Massachusetts Health Commission, that “the 
State Department of Public Health be granted the 
authority to promulgate such minimum rules and 
regulations for the control and prevention of com- 
municable disease as it deems necessary” (House 


No. 1200, App. X). 


ARRESTED DECLINE IN THE DEATH RATE IN THE 
UNITED STATES 


The constantly favorable trend in death rates 
from tuberculosis extending over many years has 
encouraged the hope of ultimate control of the 
disease. An accelerated fall in the rate in spite 
of the depression seemed even to justify a spirit 
of optimism, and belief that the graver aspects of 
the problem were reaching a solution. Provisional 
death rates from the disease for 1936 (Metropoli- 
tan Life Insurance Company, Statistical Bulletin, 
18 [April] 1937), however, suggest that the decline 
is no longer steady and rapid. The downward 
swing has been checked. In the country as a 
whole, it is doubtful whether there was any de- 
cline at all last year. The depression has, per- 
haps, finally taken its toll. 


In spite of this setback in the country as a whole, 
it is encouraging to find that there was a drop in 
four of the New England states, including Mass- 
achusetts. 


DECLINING DEATH RATE IN MASSACHUSETTS 


In Massachusetts the case fatality rate for tuber- 


culosis (all forms) has fallen from 413 (1871-75) 
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to 73.4 (1926-30), 52.2 (1931-35), and 52.4 (1936). 
The death rate from the pulmonary form of the 
disease dropped to 41.6 in 1935 and 39.4 in 1936. 
The latter, in spite of the decline, is still the chief 
cause of death from disease in early adult life. 

It is of interest to compare the situation in Mass- 
achusetts with that in other parts of the country. 


DISTRIBUTION OF TUBERCULOSIS MORTALITY IN 
WHITE POPULATION IN THE UNITED STATES 


THE 


In a report on tuberculosis mortality by counties 
in the United States for the years 1929 to 1934, 
Dauer (Bulletin, National Tuberculosis Association, 
March, 1937) publishes a map which shows the 
varying seriousness of the disease in different parts 
of the country. Considering only the eastern sec- 
tion, there is a large area of high mortality from 
the disease for white persons in Kentucky and 
Tennessee, with a surrounding zone of somewhat 
lower mortality. This intermediate zone sweeps 
northward along the Atlantic coast across a narrow 
band of counties from Maryland to Maine, and 
includes most of the counties along the Hudson 
River in New York State and the greater part of 
the New England states. The tuberculosis death 
rate in general in the counties in Massachusetts 
falls into the group of those with rates from 50 
to 75, and the State thus occupies an intermediate 
position, neither very good nor very bad, com- 
pared with other parts of the Union. Survey ot 
the State by counties indicates that tuberculosis 
control presents a more serious problem in some 
regions than in others. 


DISTRIBUTION OF TUBERCULOSIS MORTALITY IN 


MASSACHUSETTS BY COUNTIES 


In Massachusetts as a whole, in 1925-29 the 
tuberculosis mortality (all forms) corrected for 
usual residence was 72.6 per 100,000 population 
(House No. 1200, p. 73). The lowest mortal- 
ity in the state, 42.6, was in Franklin County 
and the highest, 92.6, in Suffolk County. As the 
population of Suffolk County is largely that of 
Boston, the death rate in the region occupied by 
Boston was the highest in the state. 


TUBERCULOSIS IN BOSTON 


The total deaths from tuberculosis in Boston 
for 1935 numbered 553,* a death rate of 71 per 
100,000. Deaths among Whites numbered 503, or 
65 per 100,000. In Drolet’s figures for forty-three 
cities in the United States (1935) this death rate 
among Whites in Boston is exceeded in only five 
cities (New Orleans, Los Angeles, Denver, Mem- 
phis and San Antonio), and the average for ail 
cities is only 54. 


*Figures corrected for residence. 
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Thus, Boston occupies an unenviable position 
with respect to tuberculosis among other cities 
in the United States, the death rate among Whites 
being far above the average and exceeded by only 
a few cities in the Union. 


HOSPITAL FACILITIES IN MASSACHUSETTS 


Massachusetts now has 5,400 beds available for 
patients with tuberculosis, a ratio of 2.7 per an- 
nual death, and the addition of 150 for adults at 
Westfield and 160 at the Middlesex Sanatorium 
is under way. With these additional beds, hospi- 
tal facilities should prove adequate in the State, 
especially in view of the diminishing death rate. 

Among the institutions caring for patients with 
tuberculosis, the State and county sanatoriums have, 
on the whole, maintained a high grade of service. 
Many of the municipal sanatoriums, on the other 
hand, are too small to operate economically and 
efficiently and present serious administrative prob- 
lems. In consequence, as recommended by the 
Massachusetts Health Commission (House No. 
1200, p. 78) it is desirable that all municipal san- 
atoriums, except in Boston, be gradually abolished 
and that other cities join their county tuberculosis 
districts or contract with the Commonwealth for 
the care of their tuberculous patients. 

In this connection it is unfortunate that Senate 
Bill No. 331 (An Act Providing for the Inclusion 


of the City of Cambridge in the Middlesex Tuber- 
culosis District) failed to pass the legislature and 


was referred to the next annual session. The 
Tuberculosis Sanatorium of the City of Cambridge 
does not meet the moderate standards of the Massa- 
chusetts Department of Public Health and has, 
in consequence, been deprived of the State subsidy. 
It is too small to be economically and efficiently 
operated as a unit. The inclusion of Cambridge 
in the Middlesex Tuberculosis District would make 
available to the city the excellent facilities of the 
Middlesex County Sanatorium. 

Adequate facilities are provided in Massachu- 
setts for children with tuberculosis in need of in- 
stitutional care. The treatment of such children 
under seventeen years of age presents a special 
problem which can best be handled in separate in- 
stitutions and it is, therefore, desirable, as recom- 
mended by the Massachusetts Health Commis- 
sion (House No. 1200, p. 79), that they be referred 
to the State sanatoriums. 


COLLAPSE THERAPY IN STATE, COUNTY AND 
MUNICIPAL SANATORIUMS 


There has been a reassuring increase in the 
application of collapse therapy in the sanatoriums 
in Massachusetts during the past few years. The 
percentage receiving some form of collapse treat- 
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ment in the State and county institutions in 1935 
amounted to 49.5 per cent. The municipal in- 
stitutions have been backward, however, in adopt- 
ing this method of treatment, and in 1935 the per- 
centage of patients receiving collapse therapy in 
these institutions was only 32.5. 


SETTLEMENT LAW AS IT APPLIES TO TUBERCULOSIS 


Under the present law, acceptance of public aid 
prevents an individual from gaining legal settle- 
ment. Patients with tuberculosis may thus be de- 
prived of needed care in a State or county sana- 
torium, and the family and the community may 
be exposed to further infection. It is desirable, 
therefore, as recommended by the Massachusetts 
Health Commission (House No. 1200, App. XV) 
that the settlement law so far as it applies to pa- 
tients with tuberculosis be amended. 


It is desirable that the amount of direct charge 
to the patient’s town of settlement be uniform in 
different parts of the State, and not high enough 
to constitute a barrier to admission. As recom- 
mended (House No. 1200, App. XVI), a uniform 
rate of seven dollars per week should be charged 
to the town of settlement for the care of indigent 
tuberculous patients, except those admitted under 
contract, and the balance of the cost should be 
allocated in the State or county tax. 


DIAGNOSTIC FACILITIES IN MASSACHUSETTS 


In 1931, the State and county sanatoriums were 
authorized to extend their service by the mainte- 
nance of diagnostic outpatient departments, and at 
the request of towns or groups of towns to fur- 
nish diagnostic service through members of their 
stafis. Nineteen extramural clinics, for the most 
part located in outpatient departments of general 
hospitals, are now in operation with x-ray facili- 
ties, available for those who cannot afford to pay. 

With the development of diagnostic service by 
extension of the facilities of the State and county 
sanatoriums, there is now no necessity for all cities 
and towns of 50,000 population and over to main- 
tain tuberculosis dispensaries as required by law. 
X-ray facilities, though indispensable, are largely 
lacking in these clinics. 

It is desirable, as recommended by the Massa- 
chusetts Health Commission (House No. 1200, 
p. 74), that all communities except those with ap- 
proved tuberculosis hospitals be encouraged to ar- 
range with their State or county sanatoriums for tu- 
berculosis diagnostic service and discontinue their 
locally staffed clinics. The x-ray examination of 
household and other contacts of tuberculous pa- 
tients in the State, county and municipal sana- 
toriums and in the practice of physicians should be 
an important part of this extension service. 












CASE FINDING IN MASSACHUSETTS 


Tuberculosis has been reportable in the Com- 
monwealth since August, 1907. There was a slow 
increase in the ratio of reported cases of pulmonary 
tuberculosis to deaths from 1.3 in 1908 to 2.0 in 











1932. As shown in the accompanying graph, 
based on the returns from 1920 to 1937, the ratio 
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fluctuated within a narrow range from 1920 to 
1931, inclusive. During this period it averaged 
1.8. It dropped from 2.0 in 1932 to 1.7 in 1933. 
There has been an improvement in the past three 
years, the average for this period being 1.9. 

There is still a disappointingly small proportion 
of patients in the early stages of pulmonary tuber- 
culosis in the sanatoriums, where over 80 per cent 
are classified on admission as moderately or far ad- 
vanced. 


The program in the schools has been of educa- 
tional value. It has determined the prevalence 
and importance of tuberculosis in children, the 
outlook with the different types of the disease in 
children, the appalling gravity of the adult type 
in children and the recognition of family contacts 
as a source of contagion. It has afforded the op- 
portunity of arresting the progress of the disease 
by its detection at an early stage, and the inaugura- 
tion of remedial measures and the avoidance of 
further infection by the breaking of contact. 


The most successful case-finding inquiry is to 
be expected among the contacts of known cases, 
and one of the chief advantages of the program in 
the schools is the opportunity it offers for the ex- 
amination of family contacts of tuberculous chil- 
dren. In the investigation of 609 such contacts 
by the State Department of Public Health in 
1933-34, pulmonary tuberculosis was found in 
42 or 6.9 per cent, (personal communication from 


Dr. A. S. Pope). 


In spite of its importance, extension of the pro- 
gram in the schools to include family contacts has 
not in general been carried out. Though the 
problem is more difficult than the examination of 
school children and may entail the establishment 
of evening clinics, it seems undesirable to miss 
this opportunity for further case finding in the 
community. 
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As a further indication of the importance of the 
examination of family contacts, it may be noted 
that during a period of four years, practically 90 
per cent of the family contacts of patients at the 
Middlesex County Sanatorium were examined, 
with the finding of the disease in over 20 per cent 
and active pulmonary involvement in about 8 per 
cent. By this means, more cases in the early 
stages were admitted than by all applications 
through the usual channels. 

Improvement in case finding may be expected in 
a more general appreciation of the importance of 
the investigation of contacts. It is important also 
to realize that in a large proportion of patients 
with early tuberculosis there are no significant 
symptoms or physical signs and that the disease 
can be recognized in its early stages only by x-ray 
examination. 

The most effective method of case finding would 
be to investigate by x-ray all members of the pop- 
ulation, or less effectively, those between fifteen 
and thirty years of age. Failing in this, on ac- 
count of the expense, the alternative is to inves- 
tigate the more easily available groups in the com- 
munity and the contacts of all discovered tubercu- 
losis cases. 

CASE 


FINDING IN IMPORTANT GROUPS 


In the course of the Ten-Year Program, over 
400,000 school children in the Commonwealth 
were tuberculin-tested and the reactors given x-ray 
examination. The Massachusetts Department of 
Public Health examined 6,561 children in the 
Boston schools in 1926 and 3,795 in 1927. With 
these exceptions there has been no routine ex- 
amination of school children for tuberculosis in 
Boston. 

With the completion of the program in June, 
1934, facilities have been provided throughout the 
State, elsewhere than in Boston, for the routine an- 
nual examination of school children and for the 
examination by x-ray of family contacts of the 
tuberculous children. The desirability of the par- 
ticipation of Boston in the continuing State pro- 
gram in the schools is obvious, especially in view 
of the serious tuberculosis situation in the city, 
and the importance of the examination of school 
children and their contacts as a means of preven- 
tion and control of the disease in the community. 

The program for the examination of school chil- 
dren in the seventh, ninth and eleventh grades an- 
nually is now in its third year. The examination 
of the school children in these grades this year 
has entailed the re-examination of two grades. It 
would seem desirable to consider changing the 
program in such a way as to eliminate repetition 
of the examination of the same children. 

Inasmuch as schoolteachers are in intimate con- 
tact with children, it is desirable, as recommended 
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by the Massachusetts Health Commission (House 
No. 1200, p. 75), that all teachers be given a thor- 
ough physical examination before their employ- 
ment and at suitable intervals thereafter; that this 
examination include an x-ray of the chest or a tu- 
berculin test with x-ray of those showing a positive 
reaction; and that no teacher with active tubercu- 
losis be permitted to teach. It is desirable also, as 
suggested by the commission, that similar examina- 
tions be given all students entering the State teach- 
ers’ colleges, and all medical students, hospital in- 
terns and nurses at least at the beginning of their 
professional training, with re-examination at suita- 
ble intervals. Nursemaids and domestic help 
where there are children should likewise be exam- 
ined. 


To be more completely successful, however, the 
case-finding program must include the cases and 
contacts in the practice of physicians. 


CASE FINDING AND THE PRACTICING PHYSICIAN 


Inasmuch as tuberculosis is among the diseases 
declared dangerous to public health, physicians are 
expected to report their cases immediately. Fail- 
ure of the health departments to enforce this reg- 
ulation has fostered indifference on the part of the 
medical profession. Delay on the part of patients 
in seeking medical advice and a long initial period 
during which there may be no significant symp- 
toms or physical signs complicate the case-finding 
problem. There is little incentive to an immediate 
report for statistical purposes only and in the ab- 
sence of benefit to the patient. 

The situation has, however, recently changed, 
with progress in the treatment of selected cases of 
the disease by collapse therapy and an apprecia- 
tion of the importance of the x-ray examination of 
contacts. Almost all discovered cases of tubercu- 
losis in the community are first seen by private 
practitioners to whom is presented the earliest op- 
portunity for diagnosis, hospitalization and suc- 
cessful treatment, discovery of the disease in con- 
tacts, the breaking of contact, and protection of the 
family and the community. 

It is fortunate that throughout the Common- 
wealth facilities are now available through out- 
patient departments of the State and county sana- 
toriums and the extramural diagnostic clinics for 
the x-ray examination of indigent patients and 
contacts. 

With this more complete provision for diagnos- 
tic service, it is desirable that a more comprehen- 
sive case-finding program be inaugurated as a 
co-operative enterprise between the medical pro- 
fession and boards of health and sanatoriums. The 
successful inauguration under the auspices of 
the Department of Public Health of the more com- 
plicated program for the specific treatment of cer- 
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tain types of pneumococcus pneumonia promises 
far-reaching results in a similarly co-operative ef- 
fort with respect to case finding in tuberculosis. 


Though the ratio of two new cases per death is 
generally regarded as a standard, at least three new 
registrations to one death are desirable and attain- 
able. In consequence of more intensive methods 
of case finding inaugurated by Chadwick in De- 
troit, the ratio increased from 2.49 in 1929 to 3.49 
in 1931. The death rate in Detroit among Whites 
has fallen from 75 in 1926 to 40 in 1936. The 
methods successfully used by Chadwick in Detroit 
may well be adopted in Massachusetts. 


The inauguration of such a project is a respon- 
sibility of the local board of health where there is 
a fulltime health officer. In other places the De- 
partment of Public Health may well assist the 
local board of health. Participation of State and 
local medical societies may be secured by the pres: 
entation of plans and policies at regular or special 
meetings. The New England Journal of Medicine 
may well be used to make the project more widely 
known among practicing physicians. General hos- 
pitals and outpatient departments of general hos- 
pitals should be urged to take part in the program. 
Appeal may well be made to all public health 
nurses and social workers to enlist their more 
complete co-operation. 


Following the plan adopted in Detroit, the local 
boards of health may well send a circular letter 
annually to all practicing physicians in the cities, 
and the Department of Public Health may circu- 
larize other communities. In this circular letter 
physicians should be asked for a list of all tubercu- 
lous patients under their care during the year, 
whether previously reported or not. Emphasis 
should be placed on the importance of sputum ex- 
amination in all suspicious cases, and the availa- 
bility for this purpose of the State bacteriologic 
laboratory (Room 527, State House) or other ap- 
proved laboratories near by. Attention should be 
called to the importance of the x-ray in the early 
diagnosis of the disease and of the early reporting 
of tuberculous cases. A statement of the advan- 
tage to the patient, the family and the community 
of early hospitalization, and the breaking of contact 
may well be included. The facilities in the State 
for the x-ray examination of patients and contacts 
for those unable to pay should be listed. 


Local health department nurses should give 
prompt attention to reported cases, assisting the 
physician in instruction for the prevention of spread 
of the disease, x-ray examination of contacts, and 
the breaking of contact. 


Public health nurses and social workers should 
be encouraged to be alert for evidence of tuber- 
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culosis and to report their suspicions to the board 


of health. 


REPORT OF CASE-FINDING RESULTS 


With the completion of facilities for hospitaliza- 
tion, of diagnostic facilities, and of the plans for 
a more comprehensive case-finding program, an 
improvement in the standard indices for the ap- 
praisal of tuberculosis activities may be expected. 
As a means of increasing the interest in and esti- 
mating the value of such activities it would be de- 
sirable at regular intervals for the Department of 
Public Health to publish in the New England 
Journal of Medicine annual figures on the ratio of 
new cases reported and the number of deaths, 
and the percentage of minimal cases admitted to 
the sanatoriums. 


THE LEAGUE AND ITS AFFILIATED ORGANIZATIONS 


It is desirable that the League and its affiliated 
organizations support the important recommenda- 
tions of the Massachusetts Health Commission for 
the improvement of public health service and the 
control of communicable disease, and promote a 
more comprehensive program for the prevention 
and control of tuberculosis. 

As health education is the most important func- 
tion of the associations, their activities should be 
principally directed toward the spread of informa- 
tion regarding the importance of consulting physi- 
cians and the danger of delay in the presence of 
suspicious symptoms, the advantages of tuberculin 
and the x-ray in early diagnosis, the desirability 
of the examination of available groups, especially 
school children, the need for the examination of 
family contacts, and the breaking of contact. 


SUMMER HEALTH CAMPS AND HEALTH CLASSES 


The seventeen summer health camps operated 
in whole or in part by the affiliated organizations 
of the League care for about 1,500 children an- 
nually. Their maintenance is justified only if cer- 
tain fundamental principles are fulfilled. Atten- 
tion has repeatedly been called to the desirability 
of restricting admission to children with known 
exposure to active tuberculosis or those with evi- 
dence of latent infection. The opportunity they 


Sept. 2, 1937 


present for the intensive education of children and 
their families, and through them the community, 
in matters pertaining to the prevention and controi 
of tuberculosis should be fully utilized. Effort 
should be made to improve the physical condition 
of the children. Since the diet should be ade- 
quate and properly balanced, a nutritionist with a 
knowledge of food values should plan the dietaries 
at the camps. Follow-up of the children in their 
homes, and case finding among family contacts, 
form an essential part of the program. 

There are health classes in the schools in 11 
cities and towns in the State, with a pupil capacity 
of over 1,800 children. The largest enrollment 
is in Boston with 1,200 and in Springfield with 
250. In such other places as Chelsea, New Bed- 
ford, Plymouth, Milton, Holyoke, Lynn, Fall River 
and Lowell the enrollment varies from 20 to 60. 
The health class offers the opportunity for build- 
ing up resistance through improvement of physical 
condition, for the examination and follow-up by 
physicians and public health nurses, and for the 
encouragement of health habits and a balanced 
diet in the home. In view of the importance of 
tuberculosis to the child and the community, 
preference should be given to children selected on 
the basis of the recommendations for admission to 
summer health camps. 

The children should be examined medically be- 
fore admission, tested with tuberculin and the 
reactors x-rayed. There should be a complete 
medical and social history for each child, periodic 
follow-up in the school and home, and _ public- 
health nursing supervision. The parents should 
be brought into relation with the health class; ade- 
quate food values should be furnished at low cost; 
and provision should be made to finance the cost 
for indigent children. 


RELIEF 


Relief, except under emergency or exceptional 
conditions, cannot be considered a proper func- 
tion of the voluntary tuberculosis agencies, which 
are primarily devoted to educational and preven- 
tive activities. Individual and family relief is a 
responsibility of public welfare or social agencies. 
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DIABETES MELLITUS IN A CAT 
Frank Bioom, D.V.M. 


FLUSHING, NEW YORK 


ATURALLY occurring diabetes mellitus has 

been encountered in many of our domestic 
animals, particularly the dog, horse, cow and cat. 
However, in the light of modern diagnostic meth- 
ods there is a strong probability that some of the 
reported cases of diabetes have never been proved 
such. Also, it is undoubtedly true that many cases 
are never recognized in domestic animals, for sev- 
eral reasons. The incidence is comparatively un- 
common and the economic factor is at once appar- 
ent. Most of the reported cases are in dogs. Bloom 
and Handelsman* recently reported two cases ot 
naturally occurring diabetes mellitus in a series of 
2,443 dogs. I have been able to find only one case 
reported in cats, namely that of Hyarre* in 1927. 
In his case, there was a history of anorexia and 
polydipsia. When the animal was seen, it was 
in a comatose condition with elevated blood sugar 
and with albumin, sugar and acetone present in 
the urine. The animal died the day following 
admission to the clinic. The principal pathological 
findings were fatty infiltration of the liver and an 
adenoma of the pancreas in which no clear-cut 


From the Dog and Cat Hospital, Flushing, N. Y. 


islands of Langerhans were apparent. However, 
pancreatic adenomas, unassociated with diabetes, 
are a not uncommon postmortem finding in cats. 


The case reported here is of interest because 
of the rarity of this disease in cats and because 
of the unusual pathological findings; furthermore 
it concerns, I believe, the first domestic cat suffer- 
ing from naturally occurring diabetes mellitus that 
regularly received insulin and protamine insulin 
treatment. 


CASE REPORT 


The animal was a neutered male Persian cat approxi- 
mately 11 years of age. It had been under my care since 
1933. At that time, the animal was affected with a bilat- 
eral parasitic external otitis and vesicular eczema. Recov- 
ery was uneventful. In 1934, the cat had a mild pyorrhea 
associated with dental calculi. Since then, it had been 
apparently normal until the present illness. 

The animal was brought to the hospital on January 11, 
1937, with a history of 2-weeks’ duration of the follow- 
ing symptoms. It was consuming large quantities of food 
and still seemed to be constantly hungry. There was a 
marked desire for water, and the ordinary amounts given 
appeared to be insufficient. The pan into which the animal 
eliminated daily was constantly wet with urine; in fact, 








TABLE 1. Clinical Record. 
Date Urine Specific | Sugar Acetone Albumin Fasting — Insulin* Diet 
Volume Gravity Blood Sugar 

cc. per cent mg. percent units 
1/14 129 1.031 2.62 + none 6 oz. raw meat 
1/15 300 1.038 4.00 t+ * “ 
1/16 480 1.033 3.12 ++++ trace 10 
1/17 455 1.030 2.37 ++ rr 20 
1/18 500 1.026 1.85 + 30 
1/19 565 1.027 2.13 trace 400 15 (15) 
1/20 270 1.022 0.87 none none *. 0 
1/21 245 1.018 none 4 270 (15) 
1/22 260 1.016 ¥ bs 3 
1/23 390 1.023 1.08 “ (20) 
1/24 314 1.017 none 6 “ 
1/25 185 1.022 i 5 64 none 
1/26 650 1.030 1.66 Bs (15) 
1/27 225 1.028 1.42 “ (16) 
1/28 277 1.026 trace “ 
1/29 235 1.022 none * (12) 
1/30 250 1.028 _ " 
1/31 210 1.027 ; - 
2/1 205 1.025 fi 4 (10) 6 oz. raw liver 
2/2 147 1.033 - ” ss “ 
2/3 167 1.034 0.34 ' (12) 
2/4 187 1.033 0.48 - . “s 
2/5 280 1.025 none re * 
2/6 270 1.019 és * “ 
2/7 270 1.019 <3 - 160 - ” 





*Figures in parentheses-protamine insulin, which was kindly supplied 


by Sharpe and Dohme, Philadelphia. 
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during this period the cat urinated even at night, which 
it had never previously done. Prior to these symptoms, 
the cat weighed 18 Ib., but in spite of its voracious appetite 
had lost 7 lb. The cat also appeared duller and less active 
and playful. 


The physical examination was essentially negative. Oph- 
thalmoscopic examination revealed no abnormalities of the 
refracting media and fundi. The animal appeared in a 
fair state of nutrition. A fasting blood sugar was 357 mg. 
per cent with the Folin method (normal 70-100 mg. per 
cent). The urine was pale yellow, slightly cloudy and 
acid in reaction, with a specific gravity of 1.042 (normal 
1.020-1.040); there was a 4-plus reaction with Benedict's 
solution and a 2-plus acetone reaction. There was no 
albumin or casts. These findings definitely established 
the diagnosis of diabetes mellitus. The animal was hos- 
pitalized for further observation and study in the hope 
of establishing a suitable dietary regime and insulin dosage, 
with the possibility of the owner’s eventually treating the 
cat at home. A metabolism cage was constructed, making 
it possible to collect 24-hour urine samples, which were 
analyzed daily. Blood-sugar determinations were per- 
formed as frequently as was deemed necessary. The cat 
was placed on a restricted diet. It must be understood 
that the pedigreed finely-bred Persian is usually very picky 
concerning its diet, and it would obviously be hopeless 
to attempt to feed it a theoretically correct diet that would 
be distasteful and would be refused. It was learned from 
the owner that the cat ate only raw liver, scraped raw beef 
and boiled cod. As shown in the accompanying table 
a daily record was kept of the urine examinations, 
insulin dosage, fasting blood-sugar determinations and 
diet. In all instances, the urine was collected at 7 p. m. 
and was immediately tested, and insulin was administered. 


When regular insulin was given, the cat was fed 1% hour 
later; when protamine insulin was administered, it was fed 


immediately. The insulin was given at this hour because 
it would be most convenient for the owner to follow this 
procedure when the animal was taken home for subsequent 
treatment. In the table, therefore, the effect of the insulin 
on the urinary findings is found in the data for the suc- 
ceeding day. 


From January 12 to 13, the animal was fed an unre- 
stricted diet and no urinary samples were analyzed. Dur- 
ing this period it was noted that the polyuria, polydipsia 
and polyphagia were marked. The cat appeared lethargic 
and evidenced little interest in its surroundings. It would 
lie curled up in one corner of the cage for hours. With 
the decreased glycosuria and hyperglycemia as a result 
of the insulin administration, there was a marked effect 
on the habitus. The cat was more active and alert and 
mewed frequently. The great desire for food and water 
diminished considerably, and even though food was given 
only once daily, many times it would not be immediately 
consumed. Several times, particularly on January 25, when 
the morning blood sugar was 64 mg. per cent, the animal 
evidenced mild hypoglycemic symptoms which were char- 
acterized by anxiety, restlessness, walking around the cage, 
sniffing at the walls and floor of the cage, and increased 
hunger. 


On February 7 it was decided to send the animal home 
and have the owner administer the protamine insulin daily. 
On this day the urine was normal, and the fasting blood 
sugar was 160 mg. per cent. The cat also appeared in 
excellent condition and spirits. The protamine insulin 
was administered at the usual time in the presence of the 
owner, who was advised to feed the animal immediately 
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on arriving home. Arrangements were made for the 
administration of raw pancreas to prevent any liver dam- 
age from developing. Several hours later the cat became 
weak, dull, developed muscular twitchings, and then gen- 
eralized convulsions. It ate only about | ounce of raw 
pancreas. One teaspoonful of sugar in water at 15-ntinute 
intervals was advised because it was thought that the 
symptoms were due to hypoglycemia. The sugar was thus 
continued throughout the night until the next morning, 
when the animal was brought to the hospital as there was 
no change in the symptoms. On examination, the cat was 
suffering continuous tonic-clonic convulsions with appar- 
ently complete loss of consciousness. Several injections of 
adrenalin produced no change in the clinical picture. The 
blood sugar was 180 mg. per cent. Euthanasia was per- 
formed to end the animal's sufferings. 

At autopsy, the animal was found to be well nourished 
with large accumulations of abdominal and subcutaneous 
fat. The liver was slightly enlarged and of a brownish-red 
color; numerous irregular shaped areas from 3 to 8 mm. 
in diameter that were of a blackish-blue color and sub- 
capsular in distribution were present. The consistence 
and friability of the liver appeared normal. The kidneys 
were normal in size and consistence; the capsules stripped 
easily. The external surface and the cortex were a dull 
greyish-yellow. The medulla was of normal color, and 
the cortical and medullary markings were not obscured. 
There was no bulging on section. The pancreas appeared 
normal except that it was firmer than normal. All other 
organs appeared normal, including the meninges and 
brain. 

Sections of pancreas show a diffuse infiltration of the 
organ by irregular bands of dense fibrous connective tis- 














FIG. 1. Section of pancreas. Irregular bands of fibrous collagen com- 
bined with inflammatory, round-cell infiltration run through the paren- 
chyma. In the center of the picture are seen three islands replaced by 
hyaline material. Several others are scattered through the periphery of the 
field. Magnification 60. 
sue. In some regions there is considerable round-cell 
infiltration among the collagen fibers. The connective 
tissue outlines the lobules of the gland but in many places 
diffusely invades them. It bears no relation to gland ducts 
or to vessels. The glandular parenchyma is in most parts 
well preserved, though in some of the areas outlined by 
the inflammatory fibrous tissue there has occurred a marked 
hyperplasia of the gland acini. The islands of Langerhans 
are infiltrated by irregular masses of hyaline material that 
almost completely replace the island structure, only a few 
atrophied cells remaining interspersed. This substance 
stains pink with eosin, yellow with van Gieson’s stain, 
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red with Congo red and a cherry red with methyl violet, 
contrasting with the typical converse reactions of collagen 
with these stains. The changes described are found in all 
sections of the organ, although in a small piece, apparently 














FIG. 2 igh power of a typical island of Langerhans. The island is 
nfiltrrated with homogeneous material which gives all the staining reactions 
f amyloid. Only a few atrophied island cells remain. Magnification 165X. 
from the tail, they are not quite so pronounced. Even 
here, however, the islands show a definite involvement. 
The Best carmine stain shows no glycogen. 
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FIG \nother section of pancreas. In the lower half of the field 
the parenchyma is normal Above is an area of marked glandular hyper- 
ylasia In the center and to the left are seen infiltrated islands. Mag- 
nification 75x 

Sections of liver show some cloudy swelling of the 
parenchymal cells. The periportal tissue is normal. There 
is no evidence of glycogen in sections stained by Best's 
method. There are no deposits of hyaline material re- 
sembling amyloid. 

Sections of kidney show a marked vacuolization of the 
convoluted tubules and cloudy swelling of their epithelium. 
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In the sections stained by Best’s method, although the 
greater part of the content of the vacuoles has diffused 














FIG. 4. Section of kidney stained with the Best carmine method. There 
is marked vacuolization of the epithelium of the convoluted tubules. Most 
of the content of these vacuoles has diffused away, but some red staining 
granular material is still present within them. Magnification 150. 


away, in some regions definite reddish granules still per- 
sist. The glomerular vessels and interstitial tissue are 
normal. There is no amyloid. 

Sections of the lymph nodes show moderate hyperplasia 
of the endothelium of the sinuses. There is no amyloid. 

The anatomical diagnoses are: chronic pancreatitis; local 
amyloidosis of islands of Langerhans; glycogen infiltration 
of kidney; and (diabetes mellitus). 


DISCUSSION 


Of particular interest in the treatment of this 
animal was the ability of the protamine insulin 
to maintain a mild hyperglycemia with normal 
urinary findings over a period of twenty-four hours. 
This was accomplished with one injection daily. 
Undoubtedly, regular insulin would have produced 
similar results if injected at more frequent in- 
tervals. The dosage of protamine insulin neces- 
sary to maintain a normal urine volume and no 
glycosuria seemed to be less than that of regular 
insulin, as the latter even in 30-unit doses allowed 
a considerable glycosuria and greatly increased 
urine volume. As the treatment progressed, it 
was necessary to administer smaller doses of pro- 
tamine insulin as hypoglycemic symptoms devel- 
oped. The fact that the animal was well nourished 
with large amounts of body fat despite a loss ot 
7 pounds in weight is readily understandable, as 
castrated cats usually become obese. 

The infiltration of the islands of Langerhans 
with hyaline material that gave all the staining 
reactions of amyloid is certainly uncommon in ani- 
mals. No similar condition has been described in 
veterinary literature.* In man, Warren® has dem- 
onstrated a positive amyloid reaction in fourteen 
out of fifty-one cases of hyalinization of the islands. 

Early in the period of treatment the possibility 


*After submitting this paper for publication I have found one case of 
diabetes mellitus associated with amyloid degeneration of the islands of 
Langerhans “escribed by Rubarth (The Degeneration of Amyloid in the 
Langerhans Cell Islands as the Cause of Diabetes Mellitus in the Cat. Saur 
u. Skand. Veterin. 1935, p. 750). His case was essentially a pathological 
study and the findings were practically the same as in my case 
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of liver damage was considered. In almost all 
cases of naturally occurring and experimental dia- 
betes in dogs, there develops an intense fatty in- 
filtration of the liver. It has been found that raw 
pancreas, choline and lecithin will prevent this 
complication. Hjarre® described this fatty infiltra- 
tion in his diabetic cat. Arrangements had there- 
fore been made to feed the animal raw pancreas, 
and when the cat developed convulsions the pos- 
sibility of liver damage was considered as a cause. 
However, the histologic examination revealed no 
changes characteristic of abnormal amounts of fat. 

The cause of the terminal convulsions is open 
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to conjecture. Hypoglycemia or liver damage was 
apparently not responsible. Convulsions of un- 
known etiology occasionally appear in cats without 
demonstrable pathology. 


The writer is grateful to Dr. Jean Oliver, professor of 
pathology, Long Island College of Medicine, for the his- 
tologic report and the photomicrographs, and to Dr. Milton 
B. Handelsman, for much valuable advice. 


137 Northern Boulevard. 
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ADDRESS TO THE GRADUATING CLASS OF 
THE WORCESTER MEMORIAL HOSPITAL NURSING SCHOOL 


SamueL B. Woopwarp, M.D. 


WORCESTER 


ie pleases me greatly to stand so near the place 
from which for fourteen years I, as president 
of the trustees, had the honor of distributing 
diplomas—diplomas on which the eyes of the ladies 
in the front rows were always so firmly fixed that 
I did not expect any great attention would be 
paid to my usual feeble remarks; for those pro- 
spective graduates naturally hoped that I should 
not keep them too long from the papers for which 
they had so strenuously worked for three long 
years. 

_ Mr. Chairman, you have asked a fairly old man 
to speak to these ladies tonight, a man who has 
lived through the whole history of trained nursing 
in this country, and as I understand that one of 
the speakers will tell these young persons about 
to be thrown into a cold and perhaps—though | 
trust not—hostile world what they must do, how 
they must behave, what are their obligations to the 
community, how they must act to succeed in their 
chosen profession, I propose to tell them something 
of what happened before trained nurses were to be 
met at every street corner, in physicians’ offices, 
beside the chair of the dentist, in manufacturing 
establishments, acting as hostesses in airplanes and 
on ocean liners and lately, I believe, in transcon- 
tinental sleeping cars. This was before everybody 
could get a trained nurse, when to get a nurse 
of any kind was no easy matter, when the doctor 
had no telephone to help him out and the frantic 
relative must ride furiously from one address to 
another in the hope of finding Miss Smith at home 
and disengaged. I shall also revert to conditions 
when trained nursing was in its infancy and on its 
way up and let them know something of what we 
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went through in Worcester and in this hospitai 
and in other hospitals and in the community in 
those literally horse-and-buggy days. 

To substantiate my statement that I have lived 
through the entire story of trained nursing in this 
country, let me say that I was several years old 
when Florence Nightingale immortalized herself 
in the Crimea, that as a child I shredded lint 
for Clara Barton to use at the front during the 
Civil War, the same wound dressing as was, ac- 
cording to Tolstoy, used by the Russian troops 
during the Napoleonic invasion in 1812, one hun- 
dred and fifty years earlier. How many of the 
nurses present know what lint is? Not one, [| 
assume. Let me say also that Linda Richards, 
the first trained nurse in America, graduated from 
the New England Hospital for Women and Chil- 
dren while I was in college in 1872; and be it re- 
membered that when this woman went to England 
in 1877 she, as “the American trained nurse,” 
was invited by Florence Nightingale, “the Lady 
of the Lamp,” to visit her at her home in Lan- 
cashire. 

Some one hundred women were, it is true, pre- 
pared by physicians in New York to act as nurses in 
the Northern army during the Civil War, and it is 
interesting to know that these persons and the three 
hundred others sent later to the front were under 
the direction of Dorothea Dix, daughter of a Wor- 
cester physician. They were not, however, in any 
modern sense of the word trained nurses, these 
four hundred women for an army of over a million 
men. There were over ten thousand men also 
listed as nurses for that army. This tells the story 
of that day and time. 

In the autumn of 1877 I began my service as 
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intern at the Boston City Hospital, opened thir- 
teen years earlier. This hospital, with its yearly 
admissions numbering approximately four thou- 
sand and its outpatient quota of nine thousand 
more, had not a trained nurse on the premises. 
The male wards were cared for by men, and no 
women but the scrubwomen ever entered. There 
was nobody in the wards who could take a tem- 
perature, pass a catheter, or give a hypodermic. 
All these things were done by the interns, as were 
all dressings, entirely without assistance from the 
ward attendants, and these dressings were indeed 
numerous, for antisepsis was a farce and every- 
thing swam in pus. No woman entered the oper- 
ating theater where the intern, with ligatures 
through his buttonhole and sutures pinned into 
the lapel of his coat, collected his natural sponges 
from the crock standing in the sink and, squeez- 
ing them dry with unwashed hands, placed them 
in a tin dish ready for the operating surgeon. 
Carbolic spray, advocated by Lister, was used dur- 
ing the operation to disinfect the air, the supposed 
source of contagion. 


The next year, namely in 1878, Linda Richards. 
previously referred to as America’s first trained 
nurse, with three other nurses, two from Bellevue 
and one a graduate of her own school, began her 
dificult task of opening a training school in a 
fairly large metropolitan hospital, the Boston City 
Hospital. Nobody wanted these women about, 
the old attendants were forced to enter the train- 
ing school or resign, the staff did not know how to 
treat them, they were considered what is, I believe, 
called “snooty,” and in truth they had a hard time. 
But it was not long before it became evident to 
us all, and to the house officers in particular, that 
this innovation was a fine thing. When one had, 
as in those days was common, a whole ward full 
of typhoids, can you imagine any house officer 
with seventy-five to one hundred beds under his 
personal care, with one assistant, taking tempera- 
tures every two hours or three hours or even four 
hours? No, it could not be done. We were not 
asked to do it. To do it twice a day was a stunt, 
and twice a day, with the assistance of convales- 
cents in the wards, was all that was expected of us. 


In 1879 the term of my service ended and I be- 
came an intern of the Rotunda Lying-In Hospital 
in Dublin, Ireland. There I remained two months, 
seeing no trained nurses, left largely to my own 
devices with those admitted to the hospital, and 
when sent to the hovels in the slums of Dublin 
never having any help unless it was that of a sym- 
pathetic neighbor. I well remember spending one 
night sitting on the floor beside a mattress, the only 
furniture in the room, wrapping a newly born 
child in some rags found in a corner and using an 
old pair of trousers for a binder. 


In London at Kings Hospital I saw Lister doing 
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his own dressings with the assistance of an intern, 
no nurse being discernible in either the foreground 
or the background. In Vienna it was the same 
with Billroth at the enormous Allgemeine Krank- 
enhaus; and in Paris at the Infants Malades, diph- 
theria and scarlet fever were housed in the same 
ward, with smallpox patients beyond a wooden 
door through which nurses and physicians were 
constantly passing. Of course, there were so- 
called trained nurses in Europe at this time, but 
they were certainly not conspicuous. 

In 1881 I opened my office in Worcester. There 
were no trained nurses in the then city of fifty- 
eight thousand inhabitants. I doubt if there was one 
in Worcester County. The Worcester City Hospi- 
tal, opened ten years before on Front Street, soon 
moved to Wellington Street and established itself 
that year at its present location on Jacques Avenue. 
Its early reports speak only of attendants and do- 
mestics. In 1872 it possessed a staff which included 
one matron, one male nurse, one female nurse, a 
night watchman, a cook, an assistant cook and a 
laundress, and when its new building with forty 
beds was opened, it added to the staff but one more 
male and one more female nurse and gave to the 
cook one more assistant. There was no outpatient 
service. Back in 1874 the Memorial Hospital trus- 
tees, who were empowered by the will of Mr. 
Icabod Washburn to open in due time a hospital 
for women and children, thinking that the time 
was not yet ripe, as the city was being cared for by 
the already established hospital with its sixteen 
beds, decided to open a so-called dispensary in the 
center of the city; so the Washburn Free Dispen- 
sary, at first on Front and later on Trumbull Street, 
was opened, and continued in operation until it 
became, fourteen years later, the outpatient depart- 
ment of the Memorial Hospital. Patients were 
seen at the rooms for several hours in the morn- 
ing, and all sorts of cases—medical, surgical and 
obstetric—were attended at their homes by one 
of the two physicians who were members of its 
staff. The City Hospital reports in 1876, 1877 and 
1878 speak of its work in glowing terms. 

If you will recall that the Boston City Hospital 
training school opened as late as 1878 and that of 
the Massachusetts General Hospital but a few 
years earlier, you will see that Worcester was but 2 
short distance behind the metropolitan district when 
you find the Worcester City Hospital opening its 
training school in 1883, with Miss Creemer as the 
head and five nurses in its personnel. Two years’ 
training was provided for. “It does not seem possi- 
ble,” said Dr. Peabody, the superintendent, “that we 
shall ever desire to return to the old system of nurs- 
ing, . . . and ina little while we hope to have 
a few nurses ready to answer calls such as even 
now come to us. Instruction will be given by 
attendant and resident physicians and surgeons at 
the bedside and in many other ways.” These nurses 
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could be and were for some years sent to private 
cases among both the rich and the poor, and such 
compensation as they received was turned into the 
hospital treasury, supplying, as the superintendent 
said, “a public want and also bringing in some 
income.” Ten dollars a week was the highest 
hospital charge for service. By 1884 there were 
nine nurses in the school, and we were told that 
“our pupils are and we expect them to be superior 
to the ordinary nurse in position, character and 
education”; already it was seen that a home sepa- 
rated a little from the hospital proper where they 
could have the needed opportunity for recreation 
and rest would be greatly to their advantage. In 
1885 we are told that “the work of the nurses is 
far superior to the old way,” that “every member 
of the graduating class has been sent out to do pri- 
vate work,” and that “many expressions of esteem 
and satisfaction have been received.” By 1886 there 
were fourteen pupils in the school. All nursing 
was said to be done by them. They were sent to 
Miss Barney’s cooking school for instruction in 
the culinary art. One class had graduated with- 
out causing much excitement, and we are told by 
the superintendent that “pupils in the school ought 
to have more cheerful qualities.” What was the 
matter, I do not know. It had nothing to do with 
me, for I did not join the staff until the next year, 
when I became the pathologist, a physician and 
finally a surgeon within twelve months. 


We served in all sorts of positions in those days. 
I find your esteemed chairman of the trustees, Dr. 
Gage, registered as an assistant obstetrician in 1889, 
but this did not last long. He became a visiting 
surgeon the next year. In 1890 the trustees stated 
that the position of superintendent of nurses had 
been filled by the choice of Lou L. Jaquith, “a 
young lady who received her special training and 
education in this school.” This was the same Miss 
Jaquith who two years later, in the words of the 
trustees, “resigned to accept a position of greater 
responsibility at Memorial Hospital,’ where as 
superintendent she served for nearly forty years, 
and where the memory of all she did for us is pre- 
served in Jaquith House, the home of our nursing 
staff. In the light of her constructive work during 
those forty years it is interesting to remember that 
in her first report to the City Hospital trustees she 
spoke of “the need of making the school more 
attractive to young women of educated tastes and 
refined feelings,” and said that “to accommodate 
them in the upper story of the administration 
building with poor and improper light and heat, 
so crowded that it had been necessary to hire ad- 
ditional rooms outside the hospital, is calculated 
to alienate the very class of pupils it should be 
the aim of the hospital to encourage and secure.” 

How many of the nurses sitting here know what 
physicians and particularly surgeons did in the 
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he .x.e in the old days, operating on a kitchen table 
or on a door taken from the hinges and hoisted 
onto the tops of two chairs with, if in the evening 
and in the country, the only light a kerosene lamp 
held in the shaky hands of some member of the 
family, with surgeon’s hands washed, yes, but 
gloves unheard of, with shirt sleeves rolled up, but 
no coat and no gown, the attending physician giv- 
ing ether and assisting as best he could in other 
ways, with no thought of other help? It seems al- 
most incredible, but it is true. I have done it more 
than once, and I know. An attending physician 
at the Boston City Hospital once asked me, an 
intern, to collect instruments and go and help 
him amputate an arm at the shoulder. We found 
the patient, tourniquet around his arm, lying on a 
low French bedstead. I etherized, passed instru- 
ments, tied arteries, used sponges, and assisted gen- 
erally, with Dr. Cheever, father of the present Dr. 
Cheever, sitting on the floor as he worked. The 
operation completed, I was asked to stay while a 
nurse was being sought, and all this was not more 
than a quarter of a mile from the hospital with 
which we were both connected, from which more 
help could have been easily obtained and to which 
in these days the patient would have been imme- 
diately transported—other days, other manners. 
Nobody wished to go to a hospital then; now it is 
difficult to keep them out. 


By 1887 the Memorial Hospital trustees thought 
that the time had come for them to open their own 
hospital, and the brick building, now the adminis- 
tration building, with the surrounding land, was 
purchased. Florence Rice, a graduate of the Mass- 
achusetts General Hospital Training School, was 
chosen as matron in charge, and by March, 1888, 
she had organized and opened here a training 
school for nurses. There had been neither nurses 
nor female attendants in the dispensary until it 
was moved to Belmont Street and became the 
outpatient department of the new hospital. The 
grounds were bounded on the west by a line of 
wooden buildings facing Oak Avenue, and the 
Belmont Street corner of this avenue was occupied 
by a row of one-story shops, all to be gradually 
purchased, utilized and most of them eventually 
torn down as the hospital expanded and grew. 
The hospital accepted as patients only women and 
children. The brick building, still standing, and a 
small wooden structure on its east side housed 
everybody and everything, barring the engineers 
and the laundry help. On the ground floor were 
two wards for women—one where the present 
waiting room is located, the other in the space 
occupied by the administrative staff. Also on this 
floor were the operating room, the kitchen, the 
pharmacy and the nurses’ dining-room, with an 
office for the superintendent. This seems impossi- 
ble, but it is true. On the next floor were two 
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wards for children and the quarters of the super- 
intendent, while the nurses and others were stowed 
away in the attic, so far as I know. At any rate, 
every particle of space was occupied and more than 
occupied, and the hospital was full to overflowing 
from its very start. People were getting used to 
hospitals, and it was no longer necessary to tell 
everyone who ought to go there that he or she 
would receive good care and attention and that 
the doctors were not going to experiment with 
them, as so many feared. 

Within three years the so-called round wards 
were well along toward completion with the eight 
or ten private rooms so much needed and so quick- 
ly filled, and in this year the trustees state “that 
four of the nurses would soon become eligible to 
the honor of graduation and entitled to receive the 
hospital’s diploma and that provision should be 
made by the trustees for events so interesting and 
important to the pupils and to those who had 
them in charge.” This was done; exercises were 
held under a tent erected on the hospital prem- 
ises, general invitations to attend were extended by 
the matron, Doctors T. H. Gage and Leonard 
Wheeler spoke, and an informal reception was 
held. This was the first formal graduation for 
nurses in Worcester, to be followed two years later 
by one at the City Hospital, also in a tent, with the 
mayor of Worcester and other distinguished per- 
sons present, the event being reported in a two- 
column article by the daily press as a “unique 
graduation.” From that day to this, every year in 
some place, in the hospital buildings, in the chil- 
dren’s playroom, in a church, in a public hall or 
at the Girls’ Club,—and lately, of course, in the 
present Knowles Hall,—public graduation exer- 
cises have been held where we bid a class goodbye 
and their friends and relatives welcome them back 
into the community from which they have been 
more or less separated for several years. 

When the round wards were opened, one for 
women, one for children, the central building was 
given up to administrative purposes and one of the 
wooden houses on Oak Avenue purchased and 
used for what I think can only be called the storage 
of nurses. Back and forth, here and there, these 
nurses went from house to house, often three in a 
room, until a few years ago, when money was 
contributed to erect the Jaquith House. It should 
be remembered that the so-called “matron in 
charge” purchased all supplies, including surgical 
instruments, and acted on admittances, and that 
there was no druggist, the nurses putting up the 
bulk of the prescriptions ordered—over six thousand 
during the first year, leaving less than five hun- 
dred to be sent out to a drugstore with which the 
hospital had a contract. 


The outpatient department in the wooden build- 
ing was for some years not a busy place, as the 
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City Hospital opened its outpatient department 
that same year and a homeopathic dispensary 
promptly moved into the quarters on Trumbull 
Street. 

Miss Rice, the matron, in her first report in 
1891 called attention to the need of a room, or more 
modestly, at least a table for the use of the patholo- 
gist, where he could have a microscope, a micro- 
tome and other equipment, and also a place where 
morbid specimens might be preserved. The next 
year she resigned and Miss Jaquith took her place. 
A head nurse was appointed at a salary of twenty- 
five dollars a month. Miss Jaquith resigned two 
years later to return after a three-year interval dur- 
ing which Dr. Lois Nelson carried on. 

In 1897 the trustees, while complimenting the 
superintendent for her very complete report so far 
as tabulated statements were concerned, regretted 
that the author continued to submit it year after 
year without note or comment or remark of any 
kind. Four years later Miss Jaquith replied in 
good measure to the trustees’ statement that no 
note or comment came from the superintendent, 
by her statements that there was “great need for a 
separate building with a number of rooms for 
children, that the hospital was not equipped with 
modern sterilizing appliances, that there was no 
provision for cases of confinement, that the path- 
ological laboratory was ill-placed, that the training 
school should be reorganized from top to bottom, 
that it should partake more of the nature of other 
schools and less of the nature of an apprentice 
shop, that the number of pupils should be doubled, 
the hours of service diminished, and the course of 
instruction expanded in various ways. . . . The 
training as conducted in most hospitals today is a 
great strain upon the health of the most robust, 
and I have watched nurses in more than one 
hospital until I am sure the system should be 
changed. . . . I beg the benevolent public not 
to consider this a mere aggregation of words but 
as a living appeal for aid in carrying forth a 
great work.” ‘The next year she spoke again of 
the need of revision of the system of training 
nurses and the need of a suitable building of the 
best possible construction, and called attention to 
the excessive drain on the strength of the nurses 
both in hospital and private practice in hours of 
peril, when the need was great. From that day to 
the time of her death she never ceased her endeav- 
ors to improve conditions and provide more ac- 
commodations for patients; as I once said in a 
public address, she thought of the hospital all 
day and I believed dreamed of it all night. 

I was told that I must not talk more than fifteen 
minutes, and I fear I have already exceeded that 
limit; yet I must read to you a private letter show- 
ing a side of Miss Jaquith’s character perhaps not 
generally known; with that, I shall withdraw and 
let the exercises proceed. The letter, which had 
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to do with some films made of a portion of my 
anatomy, reads as follows: 


Dear Dr. Woodward, 


We are sending you two films, but feel that 
you have nothing to worry about. 


We offer this in argument. 
Cheer up. 


You have two chances— 
one of getting the germ 
and one of not. 
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And if you get the germ, 
you have two chances— 

one of getting the disease 
and one of not. 


And if you get the disease, 
you have two chances— 
one of dying 
and one of not. 
And if you die— 
Well, you still have two chances. 
Very truly yours, 
Lucia JAQUITH. 





N view of the large number of articles that are 

appearing in the medical and surgical journals 
all over the country concerning the injection treat- 
ment of hernia and its apparent safety, it is im- 
portant to report a case which was operated on re- 
cently and which had had injections for the cure 
of a right inguinal hernia. 


CASE REPORT 


J. J. M., a 62-year-old, white, married man (Faulkner 
Hospital No. 47331), was first seen at his home March 15, 
1937. About 2 hours after dinner he had begun to have 
cramplike pains in the abdomen, which started in the left 
lower quadrant, radiated up the left side and ended in the 
midline between the epigastrium and the umbilicus. He 
had never had previous pain of this type. He stated that 
he had had a “lump” in his right side for a considerable 
period of time but that he could not afford an operation, 
and therefore went to a clinic and had his hernia injected. 
He had had seventeen injections, the last one being 5 
weeks previously. When the series was completed the 
“Jump” in the side had disappeared. Following the injec- 
tions he said that he had had the following train of symp- 
toms: severe pain in the right side of the abdomen, low 
down and extending to the left, and severe chills and 
vomiting; this condition lasted for 24 or 48 hours after 
almost every injection. 

The past history revealed that a bladder stone had been 
removed, and a left inguinal hernia had been repaired; 
the patient had had the “bends,” and a fracture of both 
bones of the right lower leg. 

He was seen 3 hours after the onset of his pain, and 
was given an enema, to clear the lower bowel, and 1/3 gr. 
pantopon. The pain did not subside during the night 
and a second enema was given early in the morning, with 
good results. There was no distention. During the night 
the patient began to vomit, and the vomiting continued 
in the morning, when he was advised to go to the hospital 
for x-ray and treatment. 

In the hospital a barium enema showed no obstruction 
in the colon. Small amounts of barium were given by 
mouth and were followed by x-ray plates and fluoroscopic 
examination. Neither was very satisfactory, failing to 
reveal any pathology but showing a large amount of gas 
in the small bowel. The symptoms of pain and vomiting 
continued for 3 days, and the pain did not shift from its 
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original location. Enemas were given daily with good 
results. The patient was given 1,000 cc. of 5 per cent 
glucose intravenously daily. At the end of his third day 
the vomiting stopped and the pain subsided considerably, 
but not entirely, as he had occasional cramplike pains in 
his lower abdomen, unaccompanied by nausea or vomit- 
ing. 

During this time the barium was being watched by x-ray 
as it moved through the bowel, and it was finally decided 
that there was a partial obstruction in the right lower 
quadrant. The patient's condition cleared up considerably 
and he began to eat well, felt finely, and did not want 
to be operated upon as the pain had subsided. He was 
left alone for a few days, when the pain began to return 
occasionally, but without vomiting. Operation was de- 
cided upon as the only relief. The preoperative diagnosis 
was partial small bowel obstruction due to adhesions as 
a result of hernial injections. 

Under spinal anesthesia a right paramedian incision 
was made. When the peritoneal cavity was opened there 
was a moderate amount of free fluid. On inspection a loop 
of dilated small bowel and also collapsed small bowel 
were seen in the right lower quadrant. Tracing this con- 
dition distally there was found an obstruction in the small 
bowel due to an adhesion which drew the bowel up and 
attached it to the abdominal wall at the site of the internal 
inguinal ring. The bowel was constricted to about two 
thirds of its original size, and for about 5 cm. on either: 
side of this constriction the musculature was greatly thick- 
ened. The adhesion was divided close to the abdominal 
wall at the internal ring. A second adhesion which con- 
nected loops of bowel one with another and attached them 
lower down to the abdominal wall below the internal ring 
was also separated. A mass was felt in the abdominal wall 
which could be interpreted as being in the right inguinal 
canal. It was indurated and about 5 cm. in length. No 
other pathology was found. Two hundred cubic centi- 
meters of amfetin was put into the abdominal cavity 
before closing. An appendectomy was also done. 


CONCLUSION 

Injection treatment of hernia may have, as one 
of its complications, intestinal obstruction due to 
adhesions around the bowel which have resulted 


from the entrance of the sclerosing solution into 
the peritoneal cavity. 
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CASE 23351 


PRESENTATION OF CASE 


First Admission. A forty-four-year-old Ameri- 
can machinist was first admitted complaining of 
abdominal pain. 

The patient had been well until two years be- 
fore entry, when he had an attack of generalized 
abdominal pain associated with repeated vomiting. 
The attack continued throughout an entire night 
and then subsided spontaneously, although there 
were weekly recurrences during the succeeding 
four months. At this time x-ray studies performed 
at another hospital were said to be negative. For 
about a year afterward he remained quite well, 
with only an occasional mild attack of abdominal 
pain. During one of these attacks he noted yel- 
lowish discoloration of the skin which lasted about 
a week. Three months before entry he suffered an- 
other severe attack of generalized abdominal pain 
associated with vomiting and considerable flatus 
and gaseous eructations. The severe pain per- 
sisted for a day but there was residual abdominal 
soreness localized between the umbilicus and the 
symphysis. This was aggravated by movement 
and by the ingestion of food. Since there was 
also profound weakness he remained in bed for 
two months. Several weeks before entry he arose 
but still noted abdominal discomfort and weak- 
ness. There had been anorexia, persistent nausea 
and a loss of 30 pounds in weight during the 
year preceding entry. 

Physical examination showed a well-developed, 
rather thin man, resting comfortably in bed. The 
heart was normal. The blood pressure was 125/80. 
The lungs were clear. The abdomen was pro- 
tuberant, with marked tenderness and moderate 
spasm in the midepigastrium. The remainder of 
the abdomen was negative except for slight, in- 
creased resistance in the left side. There were no 
palpable masses or enlarged viscera. A rectal ex- 
amination elicited vague tenderness high on either 
side. The remainder of the examination was neg- 
ative. 

The temperature, pulse and respirations were 
normal. 

Examination of the urine was negative. The 
blood showed a red cell count of 5,300,000, with 
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80 per cent hemoglobin. The white cells num- 
bered 18,450, with 56 per cent polymorphonuclears, 
29 per cent lymphocytes, 7 per cent monocytes, and 
8 per cent eosinophils. A blood Wassermann test 
was negative. A stool examination showed a 
strongly positive reaction to the guaiac test, but 
later specimens were negative. Gastric analysis 
showed 24 units of free hydrochloric acid and 50 
units total acid. 


A barium enema was negative. A gastrointes- 
tinal series was negative except for a congenital 
pouch in the fundus of the stomach. 


On the eighth hospital day a laparotomy was 
performed. A large grapefruit-sized cyst involv- 
ing almost the entire pancreas and displacing the 
stomach and transverse’ colon forward was in- 
cised, and about 1,000 cc. of clear fluid evacuated. 
A cholecystostomy was then performed, and many 
small stones were removed from the gall bladder. 
Postoperatively the patient responded well, and was 
discharged on the twenty-ninth hospital day. 


Final Admission (nine years later). The patient 
returned complaining of pain and coldness in the 
right leg. Following his discharge he remained 
well for about four years, and at this time was 
found to have diabetes mellitus, which was ade- 
quately controlled by dietary restriction without 
insulin. A year before re-entry he began to suffer 
from intermittent claudication in the calf of the 
left leg. There were also occasional nocturnal 
cramps in the same region. Six months prior to 
readmission he was examined in the Out Patient 
Department, where an 8 cm., smooth, freely mov- 
able mass was felt above and just to the left of 
the umbilicus. For about three months he noted 
fatigability and increasing dyspnea on exertion. 
Three days before coming to the hospital, while 
at work, he became quite weak and nervous, and 
felt faint. There was profuse perspiration. He 
returned to his home, but following his noon meal 
the symptoms subsided. Later in the day, how- 
ever, he again became weak, faint and giddy, 
and was compelled to sit on a curbstone with his 
head between his knees to avoid fainting. He was 
assisted to his home, and at this time noted a 
drowsy sensation, cramping pain, and coldness in 
his right leg, which became so severe that he was 
unable to sleep. The pain was not relieved by 
medication administered by mouth. There had 
been a loss of 13 pounds during the three months 
preceding entry. 

Physical examination showed a fairly weli-de- 
veloped and nourished man sitting up with his 
right leg dangling over the edge of the bed, com- 
plaining of pain in the right foot. Examination of 
the fundi showed thin, wire-like arterioles with 
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nicking of the venules. The heart was not en- 
larged, and no murmurs were heard. The rhythm 
was regular, and the second sound was ringing in 
character. The blood pressure was 140/90. The 
lungs were clear. The left upper portion of the 
abdomen pulsated and was asymmetrically pro- 
tuberant. The protrusion was resultant upon a 
mass, measuring eight fingerbreadths by five fin- 
gerbreadths, which appeared to be fixed to the pos- 
terior abdomen. The mass exhibited expansile 
pulsation, was not tender and did not move with 
respiration. The surface was smooth and slightly 
compressible, and a systolic bruit was audible over 
it. The remainder of the abdominal examina- 
tion was negative. The left femoral artery at its 
point of emergence from beneath Poupart’s liga- 
ment was dilated over an area 6 cm. in length, and 
exhibited a bounding expansile pulsation. There 
was sudden decrease in its caliber at the point of 
origin of the deep femoral branch, and beyond 
this point the main artery was pipestem in con- 
sistence. The right femoral artery was not quite 
so prominent as the left, nor was its pulsation so 
pronounced. Its enlargement was diffuse, but at 
the point of origin of its deep femoral branch its 
caliber became narrow, its consistence pipestem, 
but within the adductor canal no pulsations could 
be felt. The left popliteal and dorsalis pedis pulsa- 
tions were good, but none were palpated in the 
right popliteal, dorsalis pedis, or posterior tibial 
arteries. The left posterior tibial pulsation could 
not be felt. The left lower extremity was warmer 
throughout; the right leg below the knee was deh- 
nitely cooler and exhibited a faint blush. The right 
foot was cadaveric in appearance, cold and 
blanched, and there was relative anesthesia ex- 
tending to a point about 15 cm. above the ankle. 
Neurologic examination was negative, except for 
no response to plantar stimulation on the right, 
and an equivocal Babinski sign on the left. 

The temperature, pulse and respirations were 
normal. 


Examination of the urine was negative. Re- 
peated specimens showed no glycosuria. Two 


blood specimens showed 264 and 121 mg. per 
cent of glucose, respectively. The nonprotein 
nitrogen of the blood serum was 37 mg. per cent. 
A blood Hinton test was negative. 


X-ray examination of the abdomen showed a 
round, soft-tissue mass, measuring 6 cm. in diame- 
ter, to the left of the second and third lumbar 
vertebrae, the medial margin barely overlying the 
left border of these vertebrae. In the lateral view 
the mass lay anterior to the spine, its posterior 
margin being at the level of the anterior surface 
of the vertebrae. The mass was homogeneous; 
there was no definite evidence of calcification with- 
in it; and it appeared to lie definitely outside of 
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the colon. There was a group of calcified lymph 
nodes on the right side of the abdomen, and 
there were marked hypertrophic changes of the 
upper lumbar vertebrae, with a slight degree of 
hlm that the heart 
was slightly increased in size in the region of the 
left ventricle. The aorta was tortuous, but not di- 
lated. The lung fields were clear. A lateral film 
of the ankles showed calcification in the anterior 
tibial arteries, more marked on the right side. A 
gastrointestinal series showed a normal esophagus. 
The stomach was high in position, and there was 
an outpouching in the fundus near the cardia, 
having the appearance of a diverticulum. The cap 
showed a transient pressure defect on its lower 
surface. The mass previously described lay adja- 
cent to the lower surface of the ascending duo- 
denum, and this portion of the intestine exhibited 
a definite pressure defect produced by the mass. 
The upper jejunal loop ran around the mass, the 
pulsation of which appeared to be less marked 
along its lateral wall. 

The right foot was placed in a suction boot, and 
the pain was considerably relieved. Motor power 
of the foot, which had been lost, was gradually 
regained, and the general appearance of the foot 
was very much improved. 

On the ninth hospital day without previous sig- 
nificant complaint the patient was found dead in 


bed. 


scoliosis. A chest showed 


DIFFERENTIAL DracNosis 


Dr. Tueopore C. Pratr: It is difficult to cor- 
relate the two entries in this man’s history, but we 
might mention a few of the salient points in the 
first entry that are important in relation to the 
subsequent story. Weare told that at operation 
he had a large pancreatic cyst and small gallstones. 
The cyst was tapped, and the gallstones were re- 
moved. On this basis one can reconstruct the rea- 
son for his symptoms. I believe that, although the 
history as given here does not say any more than 
that the pain was generalized, it is possible that 
his original attack was due to a combination of 
his gallstones and possibly a chronic pancreatitis. 
He was jaundiced on one occasion, and his attacks 
were quite frequent and persisted over a consid- 
erable period of time, which would make us sus- 
pect a stone in the common duct. The gallstones 
were small, so it is possible that he had a tem- 
porary obstruction from a gallstone, and then 
passed it. It is also possible that a small stone 


. 


might temporarily have lodged in the ampulla and 
that as a result he developed subacute pancreatitis. 
One of the etiologic factors in the production of 
simple pancreatic cysts or pseudocysts is a pan- 
creatitis with consequent fibrosis and blocking of 
the ducts. Other pancreatic cysts, such as cyst 
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adenomas, I think we can rule out, although the 
inside of the cyst was not explored at operation. 
| believe that the symptoms just before the first 
entry mean something else. It appears to me that 
his severe pain with residual abdominal soreness 
localized between the umbilicus and the symphysis 
together with the marked tenderness and spasm in 
the midepigastrium, and his rectal tenderness, make 
it seem likely that he had had leakage from his 
cyst with peritoneal irritation, not inflammatory, 
but chemical, or that he still had a certain amount 
of chronic pancreatitis or subacute pancreatitis. 
Against the latter, of course, is the normal tem- 
perature, pulse and respirations. The laboratory 
examinations and the blood work I think are 
not particularly significant so far as the first entry 
goes, although there is the possibility that he later 
developed diabetes as a result of pancreatic in- 
jury. His Wassermann test was negative, which 
is significant since he later has a question of an- 
eurysm. 

There is a nine-year interval between the first 
and second entries with a four-year interval with- 
out symptoms. I assume that the tapping of the 
cyst and the removal of the gallstones were re- 
sponsible for lack of symptoms. The important 
points to bear in mind on the second entry are sev- 
eral. First, we have to consider whether he was 
a diabetic, although this I believe makes little dif- 
ference in the outcome. It is true in rare cases that 
considerable pancreatic damage may produce dia- 
betes, and this cyst to be sure was said to fill 
practically the whole pancreas. In addition I think 
we have some evidence that he had chronic pan- 
creatitis. His doctor felt that he had diabetes. 
The blood examinations in the hospital were incon- 
sistent—264 mg. per cent of glucose on one occa- 
sion and 121 on the next. We do not know what 
the interval was, but it is rather more logical to 
assume that he was a diabetic on the basis of his 
previous examination and elevated blood sugar 
than that he was not a diabetic and that the blood 
sugar was an error, even though he had a nega- 
tive urine. We will assume that he was a dia- 
betic. We feel that he had arteriosclerosis, and it was 
fairly marked at the age of fifty-three; he also 
had a definite calcification of the peripheral vessels 
by x-ray, and examiriation of the fundi showed ar- 
teriosclerotic changes. So we start out assuming that 
he was a diabetic and that he had general arterio- 
sclerosis. 

The other important condition and one on which 
the diagnosis hinges, so far as the outcome goes, is 
the pulsating epigastric tumor; and in my opin- 
ion the differential diagnosis lies between a true 
aneurysm or a pseudoaneurysm. It is a great 
temptation in view of the previous cyst to assume 
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that fluid had recurred in the cyst and that there 
had been gradual pressure from the pancreas on 
the abdominal aorta, which had finally eroded 
through into the cyst and produced this puisat- 
ing tumor in the epigastrium. In view of the 
subsequent course and of his x-rays showing left 
cardiac hypertrophy, a true aneurysm of the aorta, 
near the pancreas, fits the symptoms and signs bet- 
ter than a pseudoaneurysm. The history before 
entry is a little difficult to explain on this basis, 
however. His shortness of breath, dyspnea, and 
so forth, would fit in with cardiovascular weak- 
ness. His cardiac hypertrophy, fainting and rather 
serious collapse before entry mean that he had 
either a certain amount of leakage from this tumor 
in the epigastrium or that he had some other con- 
dition in his cardiovascular system, such as a coro- 
nary thrombosis. I am not qualified to give a real 
differential between coronary thrombosis and this 
type of thing, but it seems to me that leakage from 
the aneurysm, in view of no previous cardiac symp- 
toms, would fit the collapse and weakness better 
than would a coronary thrombosis. 

The most confusing finding of all is the one 
recorded in the Out Patient Department, when 
six months prior to entry he had a freely movable 
mass just to the left of the umbilicus. Being free- 
ly movable, it does not fit a pancreatic cyst, al- 
though I can conceive of a pancreatic cyst being 
slightly movable. One thing we are sure of is 
that this large, pulsating tumor in the epigastrium 
at entry was growing in size very rapidly because 
no mention of it is made on his outpatient visit 
six months prior to admission. 

As to the extremities, he obviously had either a 
sudden embolus or sudden thrombosis in the right 
femoral artery. The symptoms of acute onset are 
typical of such an occurrence—sudden pain, numb- 
ness, loss of muscular power, and so forth. I can- 
not explain the difference in size of the femoral 
arteries and the dilatation of the groin on both 
sides. A true dilatation may occur above a point 
of occlusion, but he had good pulsation below the 
femoral on the left, while the left femoral was 
larger than the right. This is a very accurate phys- 
ical examination. Ordinarily it is not possible to 
be able to trace the point of dilatation down to 
the deep branch of the femoral and put it down 
in black and white. I assume that aside from 
peripheral arteriosclerosis there was nothing on the 
left, but that he had a high femoral occlusion 
below the profunda on the right, with the occlu- 
sion due probably to embolism rather than throm- 
bosis. The acute onset fits either. The fact that 
the right foot improved with the suction boot in 
my opinion would favor embolus rather than 
thrombosis, and also the fact that he had definite 
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improvement with treatment before death. The 
cause of death was obviously some sudden cardio- 
vascular accident, and I believe that it was rupture 
of the aortic aneurysm rather than coronary throm- 
bosis. The final diagnoses that I should make 
are rupture of an aneurysm of the abdominal 
aorta, general arteriosclerosis, most marked in the 
peripheral arteries and probably present in the cor- 
onaries, left cardiac hypertrophy, occlusion of the 
right femoral artery, due to embolus, a chronic 
pancreatitis, with a good deal of fibrosis of the 
pancreas, and possibly a small pancreatic cyst or 
remnants of one. 

Dr. ArtHur W. Aten: At the time of this 
man’s first admission we were greatly interested in 
the diverticulum of the stomach which is men- 
tioned in the x-ray but which at operation did not 
seem to have much bearing on the situation. The 
large pancreatic cyst was associated with a good 
deal of fat necrosis throughout the abdomen, which 
is not stressed in this abstract, and it was for that 
reason that the biliary tract was drained and 
the gall bladder not removed. It was probably 
not easy with this large cyst present to drain 
the common duct, so the gall bladder was drained 
and the stones were removed from it. The sur- 
prising thing about this patient to us was the 
rapid healing of the draining sinus from the pan- 
creas. It has been our experience that when 
these large cysts are drained they drain for a 
long period of time, and occasionally never close. 
In this instance drainage had closed prior to his 
discharge from the hospital, which was twenty-nine 
days after operation. 

Dr. Epwarp F. Briann: I saw this patient three 
days before he died. We were a little less im- 
pressed by the abruptness of the pain and circu- 
latory difficulty in his leg, and we rather leaned to 
a local vascular obstruction, perhaps a thrombosis. 
The other problem at the moment, largely aca- 
demic, was a decision as to the nature of the mass, 
whether it was a recurrent cyst or an abdominal 
aneurysm. We thought that the weight of evi- 
dence favored aneurysm. I made the following 
note: “The mass appears to me to be definitely 
pulsatile laterally as well as anteriorly. It is in- 
separable from the abdominal aorta and there is 
a slight but definite associated systolic bruit. Fur- 
thermore, a review of the preoperative examina- 
tion at his first entry reveals that the mass (cyst) 
felt at that time was to the right of the midline, 
and moreover, if this represents at the present a 
recurrent cyst, it is difficult to explain the eight to 
nine year period of latency without apparent re- 
currence.” I finally felt that it was an arterio- 
sclerotic aneurysm and that there was no evidence 
to suggest that possibly dissection had caused the 
obstruction. There had been no pain. 
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CurnicaL DracNnoses 


Abdominal aneurysm with rupture. 
Thrombosis of the right femoral artery. 


Dr. Turopore C. Prarr’s Diacnoses 
Abdominal aneurysm with rupture. 
General arteriosclerosis (including coronaries). 
Left cardiac hypertrophy. 
Occlusion of right femoral artery, probably by 
embolus. 
Chronic pancreatitis with extensive fibrosis. 
Remnants of pancreatic cyst? 


Anatomic DIAGNOosEs 


Aneurysms of the abdominal aorta, both com- 
mon iliac arteries and the right femoral ar- 
tery, arteriosclerotic. 

Rupture of abdominal aortic aneurysm with ex- 
tensive retroperitoneal hemorrhage. 

Thrombosis of the right femoral artery. 

Coronary occlusion, old, canalized, left circum- 
flex branch. 

Myocardial infarct, healed. 

Arteriosclerosis, generalized; marked, aortic and 
coronary; moderate, renal. 

Atrophy of body and tail of pancreas. 

(Diabetes mellitus.) 

Operative scars: cholecystostomy and drainage 
of pancreatic cyst. 

Pulmonary emphysema. 

Pleuritis, chronic fibrous, bilateral, focal. 


ParuotocicaL Discussion 


Dr. Tracy B. Matitory: At autopsy we found 
the abdominal cavity essentially clear. The pan- 
creas was represented by a nodule about 6 cm. 
in diameter made up essentially of the head of the 
organ. The body and tail were entirely missing, 
and the splenic artery and vein ran across a mass 
of fat tissue in which no pancreatic remnants could 
be identified. There was no sign of a pre-existing 
cyst. The retroperitoneal wall, however, was quite 
striking in appearance. It was deep purplish-red 
in color, and on incision it became evident that 
the entire retroperitoneal tissues were filled with 
a tremendous hematoma which must have amount- 
ed to 3 or 4 liters of blood. Cutting down through 
this, we found a fusiform dilatation of the abdom- 
inal aorta, nearly 12 cm. in length, extending from 
the second to the fourth lumbar vertebra, and on 
its posterior wail there was a shaggy slit where it 
had ruptured. The aneurysm extended down to 
the bifurcation of the aorta. The mouths of both 
iliac arteries were relatively normal in size, then 
aneurysmal dilatation recurred and extended down 
each vessel as far as the inguinal ligaments. On 
the left, the remainder of the femoral artery was 
essentially negative, except for some arteriosclero- 
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sis. On the right, after again becoming normal 
in size it once more dilated, so that it made 
a second aneurysm. This second dilatation began 
at the mouth of the profunda and continued the 
entire length of the femoral artery down as far as 
the popliteal, and all this second aneurysm was 
filled with thrombus. The left femoral was com- 
pletely free. 

The one other finding of significance was an old 
occlusion of the circumflex branch of the left coro- 
nary artery and well-marked myocardial fibrosis. 
That was quite old, and it seems unlikely that it 
had anything to do with the terminal symptoms. 

In none of the vessels, either in their normal 
or their aneurysmal parts, could anything grossly 
or microscopically typical of syphilis be found, and 
I feel that the aneurysms were arteriosclerotic, 
not luetic, in origin. 





CASE 23352 


PRESENTATION OF CASE 


A forty-eight-year-old American housewife was 
admitted complaining of pain in the left lower 
abdomen. 

Eight years before entry the patient caught cold 
and shortly afterward developed “asthma.” This 
manifested itself by periodic attacks of wheezing 
respiration accompanied occasionally by cough, 


which, during the six months preceding entry, was 
productive of small amounts of odorless mucoid 
sputum, On only one occasion was the expecto- 
rated material blood streaked, and there was never 
any gross hemoptysis. Seven years before coming 
to the hospital the patient had an attack of very 
severe pain localized to the left lower abdomen. 
She was confined to bed for five days, during which 
period the pain gradually abated. Subsequently 
there were occasional twinges in this region but 
no major attacks until shortly before entry. For 
three years the patient had occasional nocturnal 
paroxysms of cough which produced transient but 
marked orthopnea. There was gradual, progres- 
sive dyspnea on exertion, so that housework and 
other activities were markedly curtailed. For about 
five years the patient had noted an increased tend- 
ency to worry about minor details, and for about 
a year there was a fine but uncontrollable tremor 
of the hands. During the same period there was 
marked palpitation, frequently initiated by cough- 
ing. There was no profuse perspiration or edema, 
but the husband stated that her eyes had become 
prominent, and the patient had noted that her 
collars were a little tight. Six months prior to 
entry the patient fainted suddenly and subsequent- 
ly suffered from pain all over the trunk and in the 
left arm and leg. She was ordered to bed for four 
weeks for what was said to be “a clot around the 
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heart.” For four months before coming to the 
hospital she was treated with digitalis and iodides 
and frequently complained of pain in the left side, 
just beneath the ribs. This occasionally occurred 
three or four times in an evening, without any 
precipitating factor, and each attack lasted for 
about twenty minutes, after which it subsided 
spontaneously. The pain was continuous in char- 
acter and usually localized, but on occasions it ra- 
diated to the back. There were no other associ- 
ated symptoms. Four weeks before admission the 
patient was confined to bed with a cold, the details 
of which were not recorded. She remained in 
bed for two weeks, and at the end of this time 
passed a few blood clots from the vagina and 
then developed a severe, continuous pain in the 
left lower abdomen, very similar to the pain that 
she had seven years previously. This, however, 
radiated to the left lower back, flank and costo- 
vertebral angle. The discomfort was sufficiently 
severe to require a hypodermic injection each night. 
There was vomiting on only one occasion, but no 
other symptoms of significance were noted. No 
note was made of the character of the bowel 
movements. On the day of entry the patient was 
transported about 25 miles by automobile. During 
the trip she was very ill and vomited colorless ma- 
terial on three occasions. 

The patient’s weight had decreased from 180 to 
120 pounds during the two years preceding entry. 
Her menses had always been regular up to four 
months before admission. At this time she noted 
moderate menorrhagia and later, on two occa- 
sions, had scanty metrorrhagia with the passage 
of small clots. 

Physical examination showed a well-developed 
but poorly nourished, very nervous, dyspneic, cy- 
anotic woman, sitting up in bed. She stared 
wildly, coughed frequently, and was obviously 
very ill. The skin was warm and dry. There were 
marked bilateral exophthalmos and lid-lag. Ocu- 
lar convergence was good. The tongue exhibited 
a slight tremor but protruded in the midline. There 
was a marked fine tremor of the fingers. The 
isthmus of the thyroid was palpable, although no 
other observations in this region were recorded. 
The heart was markedly enlarged to the left, and 
the apex impulse was forceful. The rhythm was 
regular. The second sound was loud and snap- 
ping in character. There were no murmurs or 
palpable thrills. The blood pressure was 150/80. 
The chest was hyperresonant, and respiratory ex- 
cursions were shallow. There was no dulness, but 
many fine crackling rales were audible generally. 
Tenderness and moderate spasm were elicited on 
the left side of the abdomen, and in the left flank 
and costovertebral angle. Vaginal examination re- 
vealed a bloody discharge. The cervix was large, 
firm, questionably nodular, but freely movable. 
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Attached to the cervix there was a hard mass about 
the size of a pigeon’s egg above the right fornix. 

The temperature was 100° F., the pulse 160. The 
respirations were 40. 

No record of an examination of the urine was 
found. The blood showed a red cell count of 
5,500,000, with a hemoglobin of 75 per cent. The 
white cell count was 15,500, 72 per cent polymor- 
phonuclears. The nonprotein nitrogen of the blood 
was 32 mg. per cent. 


The patient’s condition remained precarious, and 
on the day after entry her temperature rose to 
105° F. She died thirty-six hours following admis- 
sion. 

Dirrer—NTIAL Dracnosis 


Dr. James H. Means: In this case there seem 
to be three important categories of symptoms. To 
take the most definite first, we find that over a 
period of five years the symptoms of increased nerv- 
ousness, tremor, palpitation, prominence of the 
eyes and tightness in the neck have been present. 
These of course point unmistakably to the pres- 
ence of exophthalmic goiter. Also, it seems likely 
to me that this is the disease which killed her. Ap- 
parently the trip to the hospital produced vomiting 
and dehydration, throwing her into a severe toxic 
crisis with hyperthermia of which she died. 


Another category of symptoms consists in left 


lower quadrant pain, metrorrhagia, a mass felt in 
the cervix by digital examination and a bloody 
vaginal discharge at the time of examination. One 
would be compelled at least to regard this picture 
as being due to carcinoma of the cervix until one 
was able to prove that it was not. The radiation 
of the pain to the left lower back, the flank and 
the costovertebral angle, I must admit, is puz- 
zling. It suggests a urinary tract lesion, but there 
are no other urinary tract symptoms. A colonic 
source for the pain is possible, but again no other 
colonic symptoms are present. 

What relation the recent left lower quadrant 
pain has to that of seven years before, I have no 
idea. I suspect that they are not related. Cer- 
tainly a cancer could not have been present all that 
time. 


A Stupent: Could the present pain and that 
of seven years ago both be explained on the basis 
of diverticulosis of the colon, with acute attacks of 
diverticulitis? 

Dr. Means: I suppose it could in part, but I do 
not see that it explains the metrorrhagia or the 
mass that was felt attached to the cervix. 

ANOTHER StupENT: Could it have been fibroids? 

Dr. Means: I suppose that also is a possibility. 

A Tuirp Stupent: Why could not she have had 
renal calculus with occasional attacks of renal 
colic? 
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Dr. Means: The pain as described is not of a 
colicky nature. The distribution of the pain is, 
of course, consistent with a lesion of the left uri- 
nary tract. 

The last category of symptoms goes back eight 
years and consists of so-called asthma and later 
of paroxysmal nocturnal attacks of coughing, with- 
out much sputum and orthopnea, of progressive 
dyspnea for three years and some attacks of pain 
beneath the left costal margin, one attack involv- 
ing the whole left side of the body, and of the 
statement that on physical examination her heart 
was definitely enlarged. With regard to the last 
finding, it is well to point out that Dr. Cabot 
years ago showed that in nearly every physical ex- 
amination recorded in a case of thyrotoxicosis the 
heart is described as enlarged but that on x-ray 
examination or autopsy it usually turns out not 
to be. This is because the heart beats so hard in 
thyrotoxicosis that it shakes the chest wall, and the 
examiner, unless very experienced, concludes that 
there must’ be hypertrophy when as a matter of 
fact there is nothing but hyperaction. However, 
in this case with all the other symptoms mentioned 
above pointing to the heart, I am inclined to be- 
lieve that it will be found actually hypertrophied. 
Furthermore, I believe that it is diseased. I sus- 
pect that we shall find some form of degenerative 
heart disease, probably with narrow coronaries. I 
do not believe that there is any actual thrombosis. 
Thus we shall find exophthalmic goiter, thyrotoxic 
crisis (immediate cause of death), cancer of the 
cervix, arteriosclerotic or coronary heart disease, 
with narrow but not thrombosed coronaries, left 
ventricular hypertrophy and pulmonary edema. 


CurnicaL D1aGNnoses 
Severe thyrotoxicosis. 
Cardiac hypertrophy. 
Bronchiectasis? 
Carcinoma of the cervix? 

Dr. James H. Means’s Diacnoses 
Exophthalmic goiter. Thyrotoxic crisis. 
Carcinoma of the cervix. 
Arteriosclerotic or coronary heart disease. 
Left ventricular hypertrophy. 
Pulmonary edema. 


Anatomic DIAGNOsEs 


Thyroid hyperplasia. 

Hypertrophy of the thymus and the adrenals. 

Diverticula of the rectosigmoid with diverticu- 
litis. 

Peritonitis, localized pelvic, chronic and acute, 
with abscess. 

Salpingo-oophoritis, acute and chronic, with 
abscess. 
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Salpingitis, acute, right. 

Bronchiectasis, chronic, right upper and lower 
lobes. 

Bronchitis, acute mucopurulent, diffuse. 

Bronchopneumonia, left lower lobe. 

Central necrosis of the liver. 


PaTHOLocicaL Discussion 


Dr. Benyamin CastLemMan: It is always grati- 
fying for the pathologist to be presented with a 
case that has a definite group of symptoms which 
can be definitely correlated with one anatomic 
finding. In this case Dr. Means has analyzed 
three different categories of symptoms to which 
he has given three separate diagnoses, and we are 
pleased to be able to find three different lesions to 
explain them. 

This woman did have an enlarged thyroid. It 
weighed 75 gm. Microscopically it showed all the 
characteristics of hyperplastic exophthalmic goiter, 
which undoubtedly was the cause of her death. 
She had also some of the other findings that one 
often sees in thyrotoxicosis—enlargement of the 
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thymus and adrenals, the former weighing 20 gm. 
and the latter together weighing 20 gm. 


The second series of symptoms, which both Dr. 
Means and the men who took care of her on the 
wards believed to be cancer of the cervix, turned 
out to be due to a diverticulitis of the sigmoid, 
with abscess formation that involved the left 
fallopian tube and ovary. The tubo-ovarian mass 
measured 3.5 cm., and apparently was the cause 
of the vaginal bleeding. There were still a few 
shreds of brown, blood clot in the fundus of the 
uterus. We were unable to find a mass on the 
right side, although the right tube was inflamed. 


Her chest symptoms were due to a bronchiectatic 
process involving the right upper and left lower 
lobes. The bronchi were dilated, thickened and 
filled with considerable mucopurulent material. 
There was in addition a slight terminal patchy 
bronchopneumonia. The heart was normal in size, 
weighing 260 gm. The coronary arteries were neg- 
ative, and the aorta showed only a few atheromatous 
plaques. 
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TUBERCULOSIS A MAJOR 
MEDICAL PROBLEM 


Tue attention of some investigators in the prob- 
lems relating to tuberculosis has been directed to 
the relative number of persons infected by the 
bacillus of this disease as compared with the pro- 
portion of former years. 

During the early years of the present generation 
it was believed that from 80 to 90 per cent of 
the population had been infected with tuberculo- 
sis. Within the past ten years the belief has been 
growing that a decline in the number of infected 
people has been taking place. This is based on 
compilations of reports of group tuberculosis test- 
ing, referred to in the July Bulletin of the National 
Tuberculosis Association, which show that per- 
centages of reactors to the von Pirquet test in age 
groups from five to nineteen years vary from 25 
to 32 with the lowest figure in the five- to nine- 
year-old children and the highest in the fifteen- to 
nineteen-year group. 
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Assuming that the infection may be contracted 
in the early years of life, the evidence seems to 
warrant the conclusion that the lowered mortality 
rate of recent years is accounted for to some ex- 
tent by the lowered rate of incidence in the younger 
children and that there is a definite ratio of those 
acquiring the disease to those who die of it. This 
is a more reasonable assumption than that the lower 
death rates are due to a growing immunity to this 
infection. It is logical to suppose that better liv- 
ing conditions bring about some degree of re- 
sistance to the disease. Whether the virulence of 
the tubercle bacillus has changed has not been 
given much consideration in its relation to the im- 
munity of the host. 

Regardless of etiologic problems it is certain that 
further progress in dealing with this disease must 
depend largely on its early recognition. This will 
require regional surveys and the more general 
application of the von Pirquet reaction to groups 
of children and also an improvement in the diag- 
nostic ability of the family doctor. 

The deplorable fact that a large proportion of 
admissions to our tuberculosis hospitals consist of 
the far-advanced cases has been emphasized in the 
1936 report of the Hospital Survey for New York, 
in which it is stated that, in 1934, 7 per cent of 
5,051 admissions to seven hospitals were classed as 
minimal, 24 per cent moderately advanced and 
69.0 per cent far advanced. How far similar fig- 
ures apply to other sections of the country can 
be ascertained by reference to public health reports. 

The consensus has been that these large percent- 
ages of far-advanced cases should not continue. It 
has been pointed out repeatedly that, with the ap- 
plication of united and intensive effort by public- 
health authorities, communities and especially the 
family doctors, great advance in the control of 
tuberculosis is still possible. The irreducible mini- 
mum has not been reached. 





DIABETES IN THE CAT 


Aw article in this issue of the Journal reports for 
the first time a pathologic change in the islands 
of Langerhans of a diabetic cat which is identical 
with that found in many cases of human diabetes 
mellitus. The significance of this finding is far- 
reaching. 

First, spontaneous diabetes in animals is very 
rare, and the establishment of the pathologic unity 
of the process in animals and man is of marked 
interest. Secondly, it brings further proof to the 
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etiologic importance of hyalinization of the islands 
of Langerhans in diabetes. Thirdly, if other in- 
stances of the occurrence of spontaneous diabetes 
in cats can be found, it will furnish excellent op- 
portunity through breeding experiments for test- 
ing hypotheses regarding the hereditary nature of 
the disease. 

It is hoped that all veterinarians and such physi- 
cians as may be interested in animal pathology will 
watch for the occurrence of the symptoms of dia- 
betes in cats; and if a moderate number of animals 
suffering from the disease can be found, it would 
be feasible to carry out a most important genetic 
experiment. In the degenerative processes of ani- 
mals and in man it is rare to find as exact a simi- 
larity as this case affords. Instances such as this 
serve to emphasize the importance of comparative 
pathology and to widen the sphere of its usefulness. 





MASSACHUSETTS MEDICAL SOCIETY 


SECTION OF OBSTETRICS 
AND GYNECOLOGY 


M. Fietcuer Eaves, M.D., Secretary, 
19 Bay State Road, 
Boston 


Cast History No. 35. BLeepinc Durinc THE 
SEVENTH MontH OF PREGNANCY 


Mrs. C. C., a white American housewife, thirty- 
two years old, was admitted to the hospital on June 
25, 1937. She was in the seventh month of preg- 
nancy and entered because of bleeding from the 
vagina and the passage of blood clots. 


Her father was living and well at the age of 
sixty-two. Her mother had died of what was 
ascribed to be jaundice at the age of forty-five, 
two years after having had a stillborn child. The 
patient was an only child. One uncle had died 
of diabetes and nephritis. There was no history 
of diabetes, carcinoma, tuberculosis, nephritis or 
allergic diseases in the immediate family. 

She had had measles and scarlet fever in infancy; 
there was no history of operations. Menstruation 
was established at the age of sixteen; her periods 
were regular, of the twenty-eight-day type, except 
once or twice when they occurred twice a month. 
She flowed three or four days, and had moderate 
pain in the back, referred to the thighs. For the 
past year the periods had been very scant; she used 


A series of selected case histories by members of the section will be 
published weekly. 

Comments and questions by subscribers are solicited and will be discussed 
by members of the section. 
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but one or two pads with each menstruation, and 
the menstrual discharge was described as watery 
in character. On this account she had taken tonics 
for the past year. Her last period had started on 
November 2, 1936, and her confinement was ex- 
pected on August 14, 1937. 

She had been married twelve years; her hus- 
band was living and well, and she had three daugh- 
ters, who were born on June 6, 1926, September 8, 
1927, and December 31, 1930, respectively. All 
three deliveries had been normal after short labors, 
the last two having been terminated in two hours. 
She had had one stitch in the perineum after the 
birth of the first baby; none after the others. All 
puerperia had been normal, and there had been 
no miscarriages or stillbirths. 

During the first two months of the present preg- 
nancy she had had considerable blurring of vision 
but no scotomas. She had severe headaches and 
vomiting during the first five months, but no other 
toxic symptoms. She had first felt life in March, 
1937. 

In May, 1937, a bearing-down feeling was ex- 
perienced, but there was no real pain. Her physi- 
cian ascribed this to pressure, as the uterus was 
low in the pelvis. Otherwise, his examination 
showed no abnormalities and revealed that the 
blood pressure was normal. Later, the patient 
complained of cramps in the back of her legs, 
especially at night. On May 30, she had a fall, 
landing on her left hip, after which the bearing- 
down feeling was increased. On June 24, she 
took two phenolphthalein tablets since she had 
had no evacuation of the bowels for three days. 
Following this, she had four or five bowel move- 
ments which were accompanied by cramps in the 
lower abdomen. She arose at 9 a. m. on June 25, 
and after walking a few minutes experienced bear- 
ing-down pains in the lower abdomen and a sud- 
den gush of bright red blood from the vagina. She 
went to bed, but the bleeding continued for an 
hour, after which she passed two large clots. Her 
abdomen became quite hard, but she had no severe 
pain. The bleeding persisted slowly until 1 p. m. 
and then stopped only to start again at 3 p. m 
\ physician called in at this time prescribed some 
white pills which were said to be for her nerves, 
and she entered the hospital at 5:30 p. m. 


On admission the temperature was 98° F., pulse 
80, respirations 20. The systolic blood pressure 
was 115, and the diastolic 65. She was well de- 
veloped, fairly well nourished and pale, but in no 
apparent acute distress. The head showed noth- 
ing remarkable except for many missing teeth, the 
remaining ones being carious, and atrophied ton- 
sils. There were two firm, nontender, freely mova- 
ble lymph nodes below the angle of the right jaw; 
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otherwise the neck was normal. The lungs showed 
no abnormalities. The heart, which was not en- 
larged, revealed a soft, blowing systolic murmur 
at the apex; this was not transmitted elsewhere. 
The breasts were normal. 

The abdomen was boardlike; the uterus, which 
was the size of a seven-months’ pregnancy, was 
tonic; there was no retraction, and the fetal heart 
sounds could not be heard on auscultation. The ex- 
tremities showed no edema or varicosities, and the 
reflexes were normal. 

The vaginal examination showed a relaxed in- 
troitus and vagina, containing a small amount of 
bright red blood. The cervix was not taken up, 
was soft, and the tip of the finger could be intro- 
duced through it. There was no evidence of pla- 
centa previa, the vertex being felt against the cer- 
vix when making pressure on the uterine fundus. 

The blood examination on admission showed the 
following: hemoglobin, 65 per cent; red blood-cell 
count, 3,210,000; white blood-cell count, 10,250. 
The catheter specimen of urine contained a slight 
trace of albumin and gave a positive sugar reac- 
tion; the following elements were found in the 
sediment: a few hyaline casts, some with leuko- 
cytes adherent, 2 to 14 leukocytes per high-power 
field, a few red blood cells, squamous epithelium 
and a large amount of mucus. 

The diagnosis of premature separation of a nor- 
mally inserted placenta was made on the following 
criteria: ligneous uterus, absence of fetal heart 
sounds and hemorrhage in the absence of a pla- 
centa previa. She was given a hypodermic injec- 
tion of morphine sulfate, 4 gr., and as soon as she 
could be prepared, the membranes were ruptured. 
The cervix, which was not dilated, and the vagina 
were tightly packed with iodoform gauze, and an 
abdominal binder and a Spanish windlass were 
applied. She was given 300 cc. of 25 per cent glu- 
cose solution by venoclysis, and her blood was 
cross-matched with that of a donor. A suitable 
donor was held in readiness for a possible blood 
transfusion. The parturient was then kept under 
the influence of morphine until the following 
morning. At this time she was given a hypoder- 
moclysis of 1,000 cc. of normal saline solution. Pos- 
terior pituitary extract, 1 minim, was administered 
hypodermically every half hour for five doses. She 
soon started in labor. At 12:15 p. m. under ether 
anesthesia, the vaginal and cervical packs were re- 
moved; the cervix was three-quarters dilated and 
soft, and the dilatation was easily completed man- 
ually. An external podalic version was attempted, 
but was given up as it was difficult to introduce 
the hand into the uterus. The fetus being dead, a 
vulsellum was applied to the scalp, the head was 
brought down, and forceps: were applied. With 
moderate traction she was delivered of a prema- 





Sept. 2, 1937 


ture stillborn, male child, at 12:25 p.m. The pla- 
centa which was completely separated soon fol- 
lowed the child; it was intact and the membranes 
were complete. Posterior pituitary extract, 1 cc., 
and ergonovin, 1 cc., were injected in the thigh 
muscles. Clots were expressed from the uterus, 
after which it contracted well and remained so. 
On inspection the cervix and perineum were found 
to be intact. At the completion of delivery the pa- 
tient’s condition was so satisfactory that a trans- 
fusion was deemed unnecessary. 

The puerperium was uneventful and afebrile. 
She was given iron in the form of ferrous sulfate 
in appropriate doses during the convalescence. The 
mammary glands filled on the third day, but re- 
quired no special treatment since there was but 
little secretion. She was allowed out of bed on 
the tenth day after delivery, and was discharged 
from the hospital in good physical condition on 
the twelfth day. On the day of her discharge the 
blood showed a hemoglobin of 75 per cent, a red 
blood-cell count of 3,900,000 and a white blood-cell 
count of 6,800. She has since then reported to the 
postnatal clinic and has continued to do well. 


Comment. The management of premature sep- 
aration of the placenta depends upon the duration 
of the gestation, the parity of the patient, the con- 
dition of the cervix, the viability of the infant, and 
whether or not the gravida is in labor. In this 
particular case we were dealing with a seven- 
months’ pregnancy and a premature, dead baby. 
All efforts, therefore, were directed to the mother. 
The method of delivery chosen—rupture of the 
membranes, cervicovaginal tamponade with iodo- 
form gauze, assisted by an abdominal binder and 
a Spanish windlass, and a forceps delivery—car- 
ried the least shock and danger to the mother. In 
a woman near term, with a long, tight cervix, a 
living baby and a brisk hemorrhage, cesarean sec- 
tion has to be considered in the interest of the 
child, provided that the mother’s condition is such 
that she can support the added strain of an abdom- 
inal delivery. This form of delivery should not be 
considered in the seriously depleted woman unless 
her condition is first improved by blood transfu- 
sion. After delivery the duty of the accoucheur 
is to combat shock and overcome blood loss. While 
in this particular case a blood transfusion was 
not necessary, a compatible donor was available, 
and should it have become necessary, this proce- 
dure could have been carried out without delay. 
One of the first requisites in the management of 
premature separation of the placenta is to have 
everything in readiness for transfusion before start- 
ing the delivery. By and large, more women will 
be saved from the disasters of this obstetric com- 
plication if delivered by conservative means, rather 
than by cesarean section. 
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MASSACHUSETTS TUBERCULOSIS 
LEAGUE 


ANNUAL REPORT OF EXECUTIVE SECRETARY 
For YEAR Enpinc Apriv 14, 1937 


This is my first report of a full year. That given in 
1936 chiefly covered the work of Mr. Frank Kiernan, my 
predecessor. During the year I have been happy to dis- 
cover in our twenty-seven diverse affliated associations a 
splendid force for support of tuberculosis and public health 
programs in Massachusetts. 


SCHOOL CHEST CLINICS 


Of outstanding interest in the past year has been the 
growth of affiliated association interest in the new local 
plan for the tuberculin testing of seventh, ninth, and 
eleventh grade pupils in public and parochial schools. 

After conference with the Tuberculosis Division of the 
State Department of Public Health and the sanatorium 
superintendents, new interest was developed in many sec- 
tions. The League procured a sound motion picture pro- 
jector and in 81 showings since January 12 of this year 
presented its talking film “Behind the Shadows” to 27,000 
persons, largely pupils but partly their parents and teachers. 

The Norfolk County Health Association, appreciating the 
plan, bought a similar sound projector and film. In 35 
showings in 11 towns of the county, it showed to 7,500 per- 
sons. A sound film was also procured by the New Bed- 
ford Anti-Tuberculosis Association. 

Thirteen more affiliated associations have bought copies 
of the silent film, and most of these associations have pro- 
jectors. If the average total audience be conservatively es- 
timated at 7,000, it would increase the audience this year 
by 91,000 persons. Many more will see the film before 
the school year closes. 


CIVILIAN CONSERVATION CORPS STUDY 


After conversations with the Cambridge Tuberculosis 
and Health Association and minor exploration, a commit- 
tee consisting of Dr. Frederick T. Lord, Dr. Hilbert F. 
Day and Dr. Alton S. Pope undertook to see if the boys of 
a few of the thirty-eight Civilian Conservation Corps 
Camps in Massachusetts might be tuberculin tested. At 
length, Dr. Pope secured this privilege from United States 
Army authorities, and some ten of the camps will now be 
tested and, as desirable, x-rayed. This will all be done by 
workers of the State Department of Public Health. If these 
studies prove of value and interest to the United States 
Army, the testing may be extended by it to camps in other 
states. 


TRAINING OF WORKERS 


Six Massachusetts workers took the winter Tuberculosis 
Institute course at New York University. Four were from 
staffs of our Cambridge, Barnstable, Southern Middlesex, 
and Northern Worcester county associations; the two 
others were from the Essex County Sanatorium and the 
Worcester City Board of Health. 

Also, thirty-six students took the two-day spring 
Tuberculosis Institute given in the public health course 
of Dr. Murray P. Horwood at Massachusetts Institute 
of Technology. 


GRANITE DUST CONTROL STUDY 


Members of our Executive Committee last November 
visited, with Mr. Mantred Bowditch, director of the Divi- 
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sion of Occupational Hygiene of the Department of La- 
bor and Industries, the Quincy Study of Granite Dust Con- 
trol in Small Industries. Representatives of the New Hamp- 
shire and Vermont tuberculosis associations, which helped 
finance the study, were also in the party. The results, if 
widely used, seem capable of drastic reduction of silicosis 
and tuberculosis in small granite plants. 


LEGISLATION 


In 1936 the League and its afhiliated associations, work- 
ing with the doctors, saw the bill for better medical edu- 
cation enacted into law. The Cambridge Sanatorium ref- 
erendum of 1936 and the Cambridge bill of 1937 were 
both lost by extremely narrow margins. We hope and be- 
lieve that the educational work done by so many of the 
members will be helpful in procuring better service for 
tuberculosis patients in Cambridge. 

The League has especially endorsed eight of the fifty- 
eight bills of the Massachusetts State Health Commission 
and is working for their enactment. Fortunately several 
afhliated associations have taken action to advance these 
measures and to support the recommendations of the 
State Health Commission. 


ORGANIZATION MATTERS 


The Executive Committee has favored ending the $10 
association membership fee. The League has still 10 per 
cent of the seal sale and a $5 annual membership. It may 
be that the $5 fee will be more freely and widely paid if 
the association fee is dropped. 

Haverhill, now happily part of the Essex County Health 
Association, has developed a strong tuberculosis commit- 
tee and its first seal sale increased 3 per cent over the 
previous sale made by the Haverhill Tuberculosis Asso- 
ciation. 

The Lynn Tuberculosis League has been rehabilitated 
to the extent that it now has better quarters, a growing 
program and public appreciation with a balanced budget. 


MASSACHUSETTS HEALTH JOURNAL 


Careful revision of the mailing list resulted in dropping 
755 old subscribers of the Massachusetts Health Journal 
and adding 774 new names. A net of 3,319 persons most 
interested in tuberculosis and public health in Massachu- 
setts now receive this quarterly without charge. 


DIABETES STUDY 


The Diabetes Committee of the League is peculiar to 
Boston. With Dr. Elliott P. Joslin as chairman, this com- 
mittee has incurred practically no financial cost to the 
League. From the survey of the 301 deaths of diabetics 
in Boston hospitals during 1935, streams of benefit are now 
flowing. 

It would require too much time to list here the improve- 
ments made in the past twelve months in the care of dia- 
betic patients by the various Boston hospitals. The com- 
mittee’s program for the coming year also contemplates 
advanced steps. It does not at present feel the need for 
wider organization. 


SUMMER HEALTH CAMPS 


At a statewide all-day meeting of Massachusetts summer 
health camp workers at Prendergast Preventorium last 
June, nutrition of campers was the main theme. Also, a 
rapid interchange of tested, practical economies was later 
reported to have paid various associations far more than 
their cost of attendance. 
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While seventeen of our associations have summer health 
camps that were visited one to four times by the Executive 
Secretary, the four camps less directly connected with our 
afhliated associations were also visited. Help was given 
where possible. With the decision of the Fall River Tu- 
berculosis Society to comply in 1937 with the League’s 
standards for selection of campers on the basis of tuber- 
culosis prevention, all association camps now try to follow 
this procedure. This makes the camp more a tool for 
tuberculosis prevention. 


SEAL SALE 


Convalescing from the depression, the seal sale in 1936 
increased some 11 per cent to an estimated total of $218,- 
000. It will need to keep climbing, however, to attain 
its 1929 proportions. 

The most satisfactory publicity here was the visit of Miss 
Emily P. Bissell, founder of the Christmas seal. This made 
possible a “Then and Now” tuberculosis program. Her 
Boston radio broadcast was most helpful. Five regional 
seal-meetings were held for the convenience of workers. 


EARLY DIAGNOSIS CAMPAIGN 


Seventeen affiliated associations are doing something 
in the Early Diagnosis Campaign. Several have organized 
for appropriate health work, using circulars, posters, mo- 
tion pictures and lectures, 


LOCAL PROGRAMS 


County associations send many programs of their local 
towns for approval. Our Executive Committee urges that 
milk and other relief should come from relief agencies and 
that, instead, more preventive work be done. Much time 
has been spent by the Executive Secretary endeavoring to 
bring some of these local programs more within our tuber- 
culosis creed known as, “Authorized Forms of Tubercu- 
losis Work.” 


STAFF 


No changes in staff have occurred and the various staff 
members have carried on with splendid esprit de corps. 
Contacts with staffs of affiliated associations have also been 
most satisfactory. 

ArtuHur J. Strawson, Executive Secretary. 





ANNUAL REPORT OF EDUCATIONAL SECRETARY 
For Year Enpinc Apri 14, 1937 


The major educational activity of the League during the 
past year has been the promotion and assistance of the ed- 
ucational programs in junior and senior high schools 
aimed to prepare pupils for the tuberculin testing now be- 
ing done in upper grades. Materials for classroom teach- 
ing on tuberculosis, and the new sound or soundless film 
entitled “Behind the Shadows” have been offered freely by 
the League and local associations to the superintendents, 
principals and teachers of schools, and widely accepted by 
them. This more intensive education of young people on 
the subject of tuberculosis is intended to teach them of the 
continuing danger of tuberculosis to young adults, and 
their responsibility as future citizens to help in its final 
control, in addition to the immediate purpose of convinc- 
ing them of the advantages of accepting the tuberculin 
test now being offered to them. 

The new film prepared by the National Tuberculosis 
Association last year is particularly suited for the education 
of young people on the means of tuberculosis infection, and 
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the modern methods of diagnosis and treatment. Since 
the purchase of a sound projector by the League in Janu- 
ary, this film has been shown to many thousands of junior 
and senior high school pupils, to teachers’ colleges, to par- 
ent organizations and to community organizations. During 
the coming year it will be offered to many other groups, 
including colleges and nurses’ training institutions. 

An additional aid to teachers is the organized teaching 
unit published by the National Tuberculosis Association 
this year. The unit is supplied to teachers with a number 
of interesting pamphlets on the history of the control of 
the disease. This material may be equally useful to 
colleges and nurses’ training classes. 

A mimeographed bulletin particularly intended for 
teachers and school nurses has been developed during the 
past year in two issues. Its purpose is to give notice of the 
services and materials offered by the League and local as- 
sociations to school health workers, and to carry news 
items on health teaching and activities observed in schools 
in Massachusetts. This bulletin, named Health Education 
News, is offered without charge to any persons interested 
in school-health work. 

Opportunities for giving suggestions and materials and 
for lending books from our health library to health teach- 
ers and school nurses are frequent. There have also been 
several opportunities for giving assistance to teachers who 
are developing new courses of study in health. We are 
particularly glad to help in any way possible the initiating 
or improving of health teaching in high schools where 
there is so much need of allowing more time for health 
teaching and for further improvement of courses now be- 
ing given. 

Our loan library of health books and films has had 
increased use this year with the assistance of many local 
associations. The number of loans of books during the 
year was 366, and books were displayed at several exhibits 
in connection with meetings. 

To encourage health-teaching and school-nursing serv- 
ices further the League offers scholarship assistance for 
study at summer school courses. Last year four nurses 
received tuition for study at Simmons, two workers in 
our tuberculosis associations were granted tuition for 
study at Columbia, and one other for the special public 
health course given at Massachusetts Institute of Technol- 
ogy in June. This year the sum of $500 has been allotted 
for health education scholarships. 

The League is now well equipped to offer an exhibit 
on tuberculosis with the isotype charts made by the Na- 
tional Tuberculosis Association last year and maps show- 
ing facilities for the care and prevention of tuberculosis 
in Massachusetts which were prepared for us by a W.P.A. 
artist. These charts and maps have been used at many 
meetings and for extended exhibits in many places in 
the State. 

The Educational Secretary has served on the following 
committees during the year: the Child Health Advisory 
Committee of the National Tuberculosis Association; the 
Executive Committee of the New England Health Educa- 
tion Association; and the State Committee on Organiza- 
tion of a Course of Study in Health for Junior ‘High 
Schools. 

A second year of work with our organization increases 
my conviction that a program of education in tuber- 
culosis prevention is our primary obligation and that 
this program should be extended to reach more groups 
of younger and older persons in the state. With the new 
materials and equipment we have for this task, we antic- 
ipate larger opportunities in the year to come. 

Exna J. Perkins, Educational Secretary. 
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ANNUAL REPORT OF TREASURER 


STATEMENT OF INCOME AND ExPENSE From 
January 1, 1936 tro Decemper 31, 1936 
INCOME 
Percentage from Christmas Seal 


sale ees 
Memberships paldu necdwe 426.00 
Interest .... Satara Saal Sack 648.68 
Miscellaneous receipts........... 106.17 


Total income 


$20,689.25 
EXPENSES 


Health Education — Including 
books and periodicals, Health 
Journal, scholarships, moving 
picture machine and _ films, 
bulletin to teachers, literature, 
travel, salaries and meetings. . 

Camps—Assisting afhliated organ- 
izations in securing workers, 
visitation and inspection, travel 642.13 

Legislative Work — Including cir- 
cularization of local associa- 
tions, conferences, travel and 
clerical service - 435.47 

Administration—Rent, office sup- 
plies and equipment, postage 
and express, telephone, sal- 
aries, meetings Rake 

Seal Sale — Field service, confer- 
ences and meetings, public- 
ity, shipping service, charges 
on shipping supplies to locals, 
salaries =e 3,850.96 

Organization and Field Work — 
Visitation of local organiza- 
tions, individual and group 
conferences, public addresses, 
showing of films, travel, sal- 
aries, co-operation with other 
health agencies............. 


$7,261.26 


3,817.32 


3,451.32 


Total Expenses A 
Excess of income over ex- 
pense Fecha Scand gst 


$19,458.46 
1,230.79 


NN i 5 natn Hd eh $20,689.25 








Cash in checking account, December 31, 1936 $3,694.19 
Invested reserve fUAG.... 20.6666 sesssavcace 21,344.70 


$25,038.89 





CORRESPONDENCE 


COMPULSORY REPORTING OF ABORTIONS 


To the Editor: In the Journal of August 19 there is 
an article entitled “Some proposed changes in the medical 
practice act of Massachusetts.” This article states that it 
has been suggested that every abortion be reported to the 
police and be subject to investigation. 


In view of the fact that so many abortions are spon- 
taneous I believe that such a law would be a mistake. A 
woman would endure a great deal to avoid being sub- 
jected to a cross-examination on such an intimate matter by 
a man, not a physician and with no medical knowledge 
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of the subject. Such a law would cause a woman to re- 
frain from calling a physician until dangerously, perhaps 
fatally, ill. 

Naturally in their zeal to secure convictions every 
abortion would be regarded by these medically ignorant 
investigators as induced by an abortionist. Every woman 
unfortunate enough to be suffering from a spontaneous 
abortion would be visited by the police and subjected to a 
third-degree type of questioning in an effort to obtain in- 
formation. Consider the effect of such treatment on a 
high-strung, sensitive type of woman, coming at a time 
when she was sick in bed, suffering from pain and hemor- 
rhage as well as fear of hospitalization and operation! 


MiLMAN Peass, M.D. 
Brookfield, Mass. 





CLINICS FOR CRIPPLED CHILDREN 


To the Editor: The Department of Public Health, 
through its Orthopedic Unit (Services for Crippled Chil- 
dren), has certain assistance to offer in the care of chil- 
dren under the age of twenty-one years who are suffering 
from paralysis as the result of an attack of infantile 
paralysis. 

If the patient’s parents are not financially able to obtain 
the expert advice of a specialist or the services of a physio- 
therapist, and the patient’s physician desires such aid, the 
physician should make application to the Department as 
soon after the patient’s release from quarantine as pos- 
sible. The Department will refer this application to the 
appropriate district medical society for the approval of 
its committee. The child may then be taken to a Clinic 
for Crippled Children, or, if the doctor thinks the child 
should not be moved, the orthopedic consultant will go to 
the home of the patient for consultation with the family 
physician. The specialist will then advise the family 
physician, who remains in charge of his patient, and will 
give instructions to one of the physiotherapists on duty 
with the clinic. The physiotherapist will then visit the 
patient at his home at the prescribed intervals and carry 
out her instructions. In addition, the orthopedic con- 
sultants connected with the clinics would be glad to dis- 
cuss with the attending physician those procedures which 
should be instituted during the acute illness in order to 
avoid the development of contractures. 

This service is one of considerable importance. If a 
paralyzed patient is skilfully treated in the early stages 
of the disease, it is entirely possible to prevent the dis- 
tressing contractures which often come as the result of 
neglect, and which are so difficult to correct once they have 
developed. It will also enable the patient to secure that 
form of treatment which will best aid in recovery from 
paralysis. 

Gaytorp W. Anperson, M.D., 
Deputy Commissioner of Public Health. 
Massachusetts Department of Public Health, 
State House, Boston. 





BARBITURATES IN LABOR 


To the Editor: In the August 19 issue of the Journal 
appears an article entitled “Barbiturates in labor.” In it 
is the statement: “The treatment of barbital poisoning 
during labor is to open the jaws, insert an airway, 
turn the patient on her abdomen and invert her imme- 
diately.” It is my opinion that you might have included 
the valuable effect obtained in such cases from the use of 
coramine solution by injection. In the issue of February 
20, 1936, of the Journal a paper was published entitled 
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“The effect of coramine on postpartum patients under the 
analgesic influence of some barbituric acid drugs,” written 
jointly by Charles M. Krinsky and myself. In it we draw 
attention to the extremely favorable influence of this drug 
in cases of barbital poisoning. 

Since then, I have had occasion to use coramine intra- 
muscularly in doses up to 5 cc. with considerable success. 
At my suggestion some of my colleagues have used this 
medication, and their experiefce has been similar. Be- 
cause of these various successes, I feel that coramine should 
be given a place in literature describing the treatment of 
barbital poisoning. 

ALEXANDER A. Levi, M.D. 


481 Beacon Street, Boston. 


SYPHILIS ERADICATION 


To the Editor: To assist in bringing before the public 
the effort being made to eradicate syphilis, there has been 
prepared a set of six educational posters. It is believed 
these posters will be of assistance to physicians who wish 
to take part in this activity. These posters, if desired, may 
be obtained from the Superintendent of Documents, 
Washington, D. C., at 75c per set. It will be appreciated 
if you will bring this matter to the attention of the mem- 
bers of your state medical society. 

R. A. VoNDERLEHR, 
Assistant Surgeon General, 
Division of Venereal Diseases. 


Treasury Department, 
Public Health Service, 
Washington, D. C. 


RECENT DEATH 


STEEVES—Ernest Cotpitts Streeves, M.D., of Essex, 
died April 10 in his seventieth year. 

He graduated from the Dartmouth Medical School in 
1905 and practiced one year in the city of Beverly. He 
then moved to the town of Essex where he practiced un- 
til his death. 

Dr. Steeves was a fellow of the Massachusetts Medical 
Society and a member of the American Medical Associa- 
tion. 

Mrs. Steeves died in 1932. 
of Cliftondale, survives him. 


One son, Elmer E. Steeves, 





OBITUARY 
DAVID HARROWER, M.D. 


Descendant of a Huguenot family of Picardy, France, 
David Harrower, for fifty-three years a member of the 
Massachusetts Medical Society and for an equal length of 
time in active practice in Worcester, died at his home 
there August 7, 1937, at the age of eighty years. 

Born in Watervliet, New York, June 13, 1857, he at- 
tended the Friends Preparatory School and the Moses 
Brown School in Providence, and was for two years a 
student at Mowry and Goff’s English and Classical School 
in the same city, the family having removed to Peace- 
dale, Rhode Island, soon after his birth. 

Entering the Harvard Medical School in 1878, he grad- 
uated in 1881, and having decided to make the care of 
the eye and ear his specialty, spent the next three years 
studying in Glasgow, Edinburgh, Vienna, Berlin and 
Paris. While in Europe, he was for some time a clinical 
associate of the Moorfields Ophthalmic Hospital and 
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also served in the Central London Ear, Nose and Throat 
Hospital. 

He opened his office in Worcester in 1884, and when 
compelled, by what proved to be a fatal illness, to give 
up his work was the oldest active ophthalmic practitioner 
in New England. 

A member of local, state and national medical societies 
and of the International Ophthalmological Society, he 
Was at various times the president of the American Oph 
thalmological Society, of the American Otological Society 
and of the New England Ophthalmological Society. He 
was also a fellow of the American College of Surgeons. 

Going to Worcester when the only practicing ophthal- 
mologist, Dr. Lewis L. Dixon, was in failing health, he 
was within a year, namely, in 1885, appointed oculist and 
aurist to the Washburn Free Dispensary and to the Worces- 
ter City Hospital, which positions he retained until he 
reached the retirement age, thirty-two years later. 

In 1892 he was chosen oculist and aurist to the Me- 
morial Hospital and in 1893 to St. Vincent Hospital, hold 
ing the first appointment for twenty-five years and the 
second for forty. For the last twenty years of his life he 
served on the consulting staffs of all these institutions 
and was for many years also consultant to the Fairlawn 
Hospital (Worcester), the Hospital Cottages tor Children 
(Baldwinsville), the Milford Hospital, the Holden Dis 
trict Hospital and the Peterborough (New Hampshire) 
Hospital. 

His private Patients 
him from all parts of Worcester County, and his office 
In his early years he 


practice was extensive. came to 
was the scene of constant activity. 
never hesitated to see dispensary patients at his office or 
them at their 
was 


necessary, operate on 
work throughout his life 


to visit and, when 
homes; his charitable 
extensive 

* His cheerful friendliness was universally recognized. It 
might almost be said that he had absolutely no enemies. 
If he approved of the public acts of anyone, he never hes- 
itated to telephone or write to the person involved, even in 
some cases where no personal acquaintance existed. 

His interest in the affairs of the Massachusetts Medical 
Society was really extraordinary. For thirty-two years he 
served as a Councilor and for twenty-four years was a 
member of the Nominating Committee. As the latter, 
he was always ready to confer with the other members 
in an endeavor to secure the nomination of suitable per- 
sons for the various offices. 

He was a member of the Worcester Club, the Tatnuck 
Country Club, the Harvard Clubs of Worcester and Bos- 
ton, the Players Club of Worcester, the Worcester Cham- 
ber of Commerce, the Agricultural Society and the So- 
ciety of Natural History. 

Both his father and his mother were natives of Scot- 
land as was also his wife, Mary D. Struthers, to whom he 
was married in Edinburgh July 27, 1886. 

His widow, three sons, Norman, of Fitchburg, Gordon, 
of New York City, and Francis, of Cornwall, Ontario, and 
four grandchildren survive. 

S. B. W. 





REPORT OF MEETING 


MASSACHUSETTS GENERAL HOSPITAL 
MEETING 

“Solid Ovarian Tumors” was the subject of a lecture 
delivered by Dr. Walter Schiller, of Vienna, at the Mass- 
achusetts General Hospital on April 238. 

Although cystic tumors of the ovary were well worked 
out and classified by 1904, a systematic classification of 
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solid ovarian tumors was not attempted until 1922. Two 
important problems were involved in the classification of 
solid ovarian tumors: (1) although many tumors were de- 
scribed as being histologically malignant they were found 
to be clinically benign, a highly unsatisfactory state of af- 
fairs and (2) many tumors were described which at first 
appeared to be epithelial and carcinomatous in nature, but 
which showed a transitional transformation to a mesen- 
chymal sarcomatous type, a transformation unknown in 
any organ except the ovary. During the past ten years 
new discoveries in embryology and new concepts as to the 
histogenesis of the various ovarian elements have allowed 
a rebuilding of the foundations of diagnosis and classifi- 
cation ot ovarian tumors, 


According to the old concepts of the histogenesis of 
ovarian elements, the coelomic epithelium in the region of 
the genital ridge was composed of small cuboidal cells, 
among which were occasionally interspersed larger cells 
with clear cytoplasm. The latter were known as pri- 
mordial, and were either primary oogonia or spermato- 
gonia. The germinal epithelium was believed to pile up 
and form projections downward into the mesenchymal 
tissue of the genital ridge, the primordial cells being sur- 
rounded by cuboidal cells of the coelomic epithelium. 
These projections were known as Pfliger’s cords. The next 
step in the development of the primitive gonad was a dif- 
ferentiation of these cords and cells into elements which 
could be recognized as either male or female. In the male 
embryo, the Pfliger cords developed a cleft in the center, 
in which lay the spermatogonia. The walls of the cords 
were composed of the cuboidal coelomic epithelial cells, 
which were believed to become the Sertoli or sustentacu- 
lar cells. A condensation of connective tissue occurred 
around the periphery of the cords, and some of these mes- 
enchymal cells became differentiated into the interstitial 
or Leydig cells. In the female embryo, connective tissue 
growth divided the cords into separate small follicles, each 
with a single oogonium and a surrounding sheath of 
granulosal cells derived from the cuboidal coelomic epi- 
thelium. 


According to the newer concepts the surface coelomic 
epithelium does not contain germinal cells and is not 
known as germinal epithelium. On the posterior side of 
the primitive gut there are translucent protoplasmic cells 
scattered among the entodermal epithelial cells. These mi- 
grate from the gut to the gonad and become the oogonia 
and spermatogonia. The center of the cords seen in the 
primitive gonads are not derived from the coelomic epithe- 
lium, as believed by Pfluger, but are local transformations of 
the cells of the surrounding mesenchyme. This mesodermal 
mesenchyme is highly specialized, and is different in type 
from that found elsewhere in the body. It is known as 
the mesenchymal core of the gonad, and becomes differ- 
entiated into Sertoli and granulosal cells wherever it sur- 
rounds a primordial germinal cell. It is thus seen that 
neither the primordial nor the granulosal cells are de- 
rived from the surface epithelium of the peritoneum. 
These concepts were established by Fischel in 1930. 

A second important discovery was made by Griinwald 
in 1931. He found that during the early phases of fetal 
life (three to five months) the theory of Fischel held per- 
fectly, and the gonadal cords developed locally from the 
parenchyma. Later in fetal life, in certain cases, projec- 
tions from the surface epithelium of the peritoneal cavity 
grew downward and were secondarily connected with the 
primary gonadal cords. Pfliiger and Waldeyer made their 
observations on fetuses between seven and eight months of 
age, and found these surface connections, which led them 
to assume that the entire cord was so derived. The work 
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of Griinwald has explained the structure and development 
of the human hermaphroditic gonad. Such gonads are 
never segmented, one half being male and the other half 
female, but are always concentrically arranged, with a lay- 
er of ovarian tissue surrounding a testicular core. The her- 
maphroditic fetus develops along male lines for a certain 
length of time and then changes to female characteristics, 
or vice versa. These individuals are primarily males, and 
develop as males for the first five or six months of fetal 
life. There is a swing over to female tendencies after 
the primordial cords are established but before the second- 
ary cords develop. Thus when the secondary cords do ap- 
pear they are female in type. No explanation was given 
for the change in tendency of development between the 
sixth and seventh months. 


A systematic classification of ovarian tumors has been 
based on these recently acquired additions to embryologic 
knowledge. The ovarian mesenchyma differentiates in two 
directions, forming stroma on one hand and germinal 
cords on the other, a differentiation which may be repre- 
sented thus: 

Mesenchyma of the ovary 


J 
f ‘ 





Stroma Primordial cords 


Canaliculi Granulosa 
in the male in the female 


Fibrous tissue from 
which fibromas arise 


Around the granulosa cells a theca is established which is 
luteinized by a pituitary hormone. Fibrous tissue that 
surrounds follicles is susceptible to the same influences as 
the theca, and may become luteinized, each cell storing 
lutein as small droplets. Fibromas of the ovary may show 
this luteinization, although it is believed that to do so they 
must be quite young, and develop in the presence of a 
high concentration of prolan B. Lé6ffler-Priesel discov- 
ered this phenomenon, and proposed the name “xantho- 
fibroma theca cellulare” for these tumors. Such tumors 
are not rare, since some 10 to 15 per cent of all fibromas 
of the ovary are either partially or completely luteinized. 
They may be hormonally active and produce hypertrophy 
of the myometrium and hyperplasia of the endometrium. 


Tumors developing from the primordial or secondary 
cords are of three types: granulosal cell tumors, arrheno- 
blastomas and dysgerminomas. The first of these types, 
the granulosal cell tumor, was formerly traced to the 
granulosal cells of the mature graafian follicle, a tenet 
which can no longer be held. It has never been possible 
to prove that the granulosa of a mature follicle proliferates, 
and it is well known that granulosal cell tumors not in- 
frequently develop in women past the menopause, in whom 
the follicle apparatus has long since disappeared. The 
origin of these tumors must be traced in a different way, 
and a simile may be drawn between their histogenesis and 
the histogenesis of the normally developing follicle granu- 
losa. It is hypothesized that a cell of fetal character (one 
of the cells of the mesenchymal core of the ovary) is left 
behind in the ovary as a fetal rest and retains its power to 
form granulosa, although it has no possibility of surround- 
ing an ova or forming a true follicle. Such a cell lies dor- 
mant in the ovary for many years, and then owing to some 
unknown impetus “wakes up” and develops along the 
lines of its potentialities and forms granulosa. There is a 
simultaneous, rich, connective-tissue proliferation with a 
tendency to the formation of trabeculae and net-shaped 
condensation. Such tumors have been called “immature 
fibromas” or “sarcomas” in the past. They may simulate 
eny stage in the development of ovarian follicles, ranging 
from a so-called “immature homogeneous” type through 
“immature and mature trabeculated” types to “mature 
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solid” and “folliculoma ovarii” or “folliculoid” varieties. 
In the latter variety there is an attempt at the production 
of cavities as in a mature graafian follicle. Dr. Schiller 
has personally observed twenty-six cases of granulosal 
cell tumors with extensive follow-up. They have all been 
clinically benign and have never metastasized, even 
though they appeared histologically very immature. 

The second type of cord tumor is the arrhenoblastoma, 
which exerts masculinizing influence in contrast to the 
feminizing action of the granulosal cell tumors. Dr. 
Schiller explained the development of these tumors on the 
basis of two developmental abnormalities: the first a 
chromosomal fault, and the second a fetal rest. The in- 
frequency of the concurrence of these two abnormalities 
accounts for the extreme rarity of this type of tumor. All 
body cells are normally either male (possessing both X 
and Y chromosomes) or female (possessing two X chro- 
mosomes). If one of the mesenchymal cells of the mes- 
enchymal core of the ovary should lose an X chromo- 
some ( an occurrence which has been observed in the dro- 
sophilia by Morgan and which may occur in the human 
being), only one X chromosome would remain, which 
would be insufficient to endow the cell with female prop- 
erties. Such a cell would develop as a male cell with the 
potentialities of forming testicular elements, and Sertoli 
cells rather than granulosal cells. Although no spermato- 
gonia would be present, such a cell would be able to 
form germinal cords composed of one or two rows of tall 
columnar cells arranged perpendicularly. These cords do 
not become divided into single cells and groups as is ob- 
served in the female, but retain their trabeculated or 
adenomatous characteristics. They also show all stages of 
variation from very immature, undifferentiated homo- 
geneous types to mature adenomatous ones. Cells lying in 
the interstices of these tumors become differentiated into 
Leydig cells that are very similar to those seen in the em- 
bryonal testis. These cells produce the male hormone that 
exerts the masculinizing influence characteristic of the 
tumor. To the naked eye an arrhenoblastoma appears 
very similar to a granulosal cell tumor. There are three 
main symptoms of these tumors: hirsutism, masculine 
voice and hypertrophy of the clitoris. The hirsutism and 
hypertrophy of the clitoris regress following removal of the 
tumor, as does also the change in voice unless the tumor 
has existed long enough to allow calcification of the en- 
larged larynx to occur. 

The dysgerminoma or seminoma of the ovary consti- 
tutes the third type of cord tumor. Here the cells left 
behind in the ovary as a fetal rest are neither male nor fe- 
male in properties, but are neutral. They occur in the 
testicle as well as in the ovary, and consist of large round 
cells arranged in islets or rows. They produce neither 
male nor female hormones, but seem to exert a depres- 
sant action on other hormones and to prevent the full de- 
velopment of secondary sex characteristics. Between the 
male and female zones of the hermaphroditic gonad there 
is a neutral zone in which there is a great tendency to the 
development of tumors. More than 92 per cent of such 
tumors are of the neutral or dysgerminoma type, which 
are identical histologically with the dysgerminoma or 
seminoma of the ovary and testis. In spite of their histo- 
logic similarity in males and females, they are very dif- 
ferent from the clinical point of view. Those in the male oc- 
cur in middle age, the highest age incidence being between 
50 and 60 years; 90 to 95 per cent are malignant. Dys- 
germinomas usually occur in girls at the age of puberty or 
prepuberty, and are rarely seen in women over 30 years 
of age. Eighty per cent occur in girls between the ages 
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of 12 and 15. Only 5 or 6 per cent of dysgerminomas of 
the ovary are malignant. All dysgerminomas were origi- 
nally described as malignant sarcoma or carcinoma. Care- 
ful examination reveals the fact that all the cells are 
identical in size and shape with very little variation in 
character, a finding quite different from the giant cells 
and pleomorphism of true malignant tumors. No malig- 
nant tumor is so radiosensitive as the dysgerminoma. 
Cures of primary tumors with metastases have been noted 
more than six or twelve years after radiation therapy. 

Dr. Schiller’s classification of solid ovarian tumors was 
summarized thus: 


Sotip Ovarian Tumors 


arising from the fetal remnants of the 
mesenchymal core of the ovary 


NONSPECIFIC SPECIFIC 
1. Fibroma 1. Germinal cells with female 
potentialities—granulosal cell 
tumor 
2. Luteinized fibroma 2. Germinal cells with male po- 
tentialities—arrhenoblastoma 
3. Germinal cells with neutral 
potentialities — dysgerminoma 


In reply to a question Dr. Schiller described the histo- 
genesis of the so-called Brenner tumor of the ovary. It is 
related to the sex cells of the ovary, and is not hormonally 
active. It is composed of solid nests and groups of transi- 
tional, stratified cells containing inclusions of pseudo- 
mucin-producing cells (coelomic in origin). There is a 
proliferative response of the surrounding connective tis- 
sue. Such tumors are found in the ovary, renal pelvis, 
bladder wall and urethra, and represent a misplaced por- 
tion of the urinary tract. They are related to the teratomas 
in some respects. Occasionally the secretion of the central 
cells leads to the formation of a hyalinized central area 
with a poor simulation of a primordial follicle. Such tu- 
mors have mistakenly been called oophoroma folliculare. 





NOTICES 


REMOVAL 


F. GorHam BricHaM, M.D., announces the removal of 
his office to the Newhall Building, 1101 Beacon Street, 


Brookline. 





ANNOUNCEMENT 


S. W. E:tswortn, M.D., announces the opening of an 
office at 483 Beacon Street, Boston. 





FRANKLIN DISTRICT MEDICAL SOCIETY 


There will be a meeting of Franklin District Medical 
Society, September 14, at the Franklin County Hospital, 
Greenfield, with Dr. R. M. Tovell, of the Hartford (Conn.) 
Hospital, as speaker. His subject will be “Anaesthesia in 
Present-Day Practice.” 

Cuartes Mouine, M.D., Secretary. 





INTER-STATE POSTGRADUATE 
MEDICAL ASSOCIATION 
The International Assembly of the Inter-State Post- 


graduate Medical Association of North America, under the 
presidency of Dr. John F, Erdmann, of New York, will be 
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held in the new public auditorium of St. Louis, Missouri, 
October 18, 19, 20, 21 and 22, with preassembly clinics on 
Saturday, October 16 and postassembly clinics, Saturday, 
October 23, in the hospitals of St. Louis. 

The aim of the program committee, with Dr. George 
Crile as chairman, is to provide for the medical profession 
i North America an intensive postgraduate course cover- 
ing the various branches of medical science. The program 
has been carefully arranged to meet the demands of the 
general practitioner, as well as the specialist. Extreme 
care has been given in the selection of the contributors 
and the subjects of their contributions. 

The St. Louis Medical Society will be host to the assem- 
bly and has arranged an excellent list of committees that 
will function throughout the Assembly. 

A tentative list of the distinguished teachers and 
clinicians who will take part on the program may be 
found on page xi of the advertising section of this 
Journal. 

A most hearty invitation is extended to all members of 
the profession who are in good standing in their state or 
provincial societies. A registration fee of $5.00 will ad- 
mit to all the scientific and clinical sessions. 

For further information, write Dr. W. B. Peck, Man- 
aging-Director, Freeport, Illinois. 





CLINICS FOR CRIPPLED CHILDREN 
IN MASSACHUSETTS, UNDER THE PROVISIONS 
OF THE SOCIAL SECURITY ACT 


Clinic Date Orthopedic Consultant 
Lowell September 3 Albert H. Brewster 
Salem September 7 Harold C. Bean 
Haverhill September 8 Arthur T. Legg 
Brockton September 9 George W. Van Gorder 
Gardner September 14 Mark H. Rogers 


Springfield September 15 Garry deN. Hough, Jr. 
Worcester September 17. John W. O'Meara 


Pittsfield September 20 ‘Francis A. Slowick 
Fall River’ September 27 Eugene A. McCarthy 
Hyannis September 28 Paul L. Norton 





SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistrIicT FOR THE WEEK BEGINNING 
Monpay, SEPTEMBER 6 


SATURDAY, SEPTEMBER 11— 


*10 a. m.-12 m. Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 





*Open to the medical profession. 





Serremser 13-17—Fifth International Congress of Radiology. Page 709, 
issue of April 22, and page 233, issue of August 5. 

SepremsBer 20-24—Sixteenth Annual Session of the American Congress 
of Physical Therapy. Page 288, issue of August 12 

SepremsBer 21, 22 and 23—Clinical Congress of the Connecticut State 
Medical Society, New Haven. Page 237, issue of August 5. 

Ocroser 1 and 2—New England Surgical Society. Providence, R. I. 

Ocroser 3-16—Medicomilitary Inactive Duty Training. Page 280, issue 
of August 12. 

Ocroser 5-8—American Public Health Association meeting. New York 
City. 

Ocroser 9—American Board of Ophthalmology, Chicago. Page 722, issue 
of April 22. 

Ocroser 14-16—Association of Military Surgeons of the United States. 
Page 379. 

Ocroser 18-22—lInterstate Postgraduate Medical Association. Page 418. 

Octroser 19, 20 and 21—Academy of Physical Medicine. Page 723, issue 
of April 22, and page 288, issue of August 12. 

Octoser 25-29-—American College of Surgeons. Chicago, Illinois. 

Novemsper 1-12—1937 Graduate Fortnight of the New York Academy of 
Medicine. Page 1000, issue of June 3. 

Novemeer 6—American Board of Obstetrics and Gynecology. Page 153, 
issue of July 22. 


APRIL I 1938—The American College of Physicians. Page 41, issue 
of July 1. 


BOOK REVIEWS 419 


June 13 and 14, 1938—American Board of Obstetrics and Gynecology. 
Page 153, issue of July 22. 


FRANKLIN District MEDICAL SocIETY 
SepremBer 14—Page 418. 





BOOKS RECEIVED FOR REVIEW 


Clio Medica. xix. Pathology. E. B. Krumbhaar. 206 
pp. New York: Paul B. Hoeber, Inc., 1937. $2.00. 

Physiologie du Systeme Lymphatique: Formation de la 
lymphe circulation lymphatique normale et pathologique. 
H. Rouviére et G. Valette. 160 pp. Paris: Masson et Cie, 
1937. 45 Fr. fr. 

Legons de Physiologie: Medico-Chirurgicale. Léon 
Binet. Deuxiéme serie. 138 pp. Paris: Masson et Cie, 
1937. 36 Fr. fr. 

Diseases of the Heart: Described for practitioners and 
students. Sir Thomas Lewis. Second edition. 297 pp 
New York: The Macmillan Company, 1937. $3.50. 

Clio Medica. xx. Russian Medicine. W. Horsley 
Gantt. 214 pp. New York: Paul B. Hoeber, Inc., 1937. 
$2.50. 

Practical Talks on Kidney Disease. Edward Weiss. 176 
pp. Springfield and Baltimore: Charles C Thomas, 1937. 
$3.00. 

L'Expertise en Stomatologie. M. Dechaume et L. Déro- 
bert. 152 pp. Paris: Masson et Cie, 1937. 30 Fr. fr. 

Ouelaues Vérités Premiéres (Ou Soi-Disant Telles) 
sur les Maladies Infectieuses. A. Lemierre. 76 pp. 
Paris: Masson et Cie, 1937. 24 Fr. fr. 


Ouelques Vérités Premieres (Ou Soi-Disant Telles) 
en Oto-Rhino-Laryngologie. Marcel Ombrédanne. 86 
pp. Paris: Masson et Cie, 1937. 24 Fr. fr. 

Ouelques Vérités Premieres (Ou Soi-Disant Telles) 
sur Les Maladies des Reins. Pasteur Vallery-Radot. 68 
pp. Paris: Masson et Cie, 1937. 24 Fr. fr. 

Quelques Vérités Premieres (Ou Soi-Disant Telles) 
en Chirurgie Abdominale. H. Mondor. 96 pp. Paris: 
Masson et Cie, 1937. 24 Fr. fr. 

Studies from the Rockefeller Institute for Medical Re- 
search. Reprints. Volume 103. 600 pp. New York: 
The Rockefeller Institute for Medical Research, 1937. 





BOOK REVIEWS 


Internal Diseases of the Eye and Atlas of Ophthalmoscopy. 
Manuel Uribe Troncoso, 530 pp. Philadelphia: F. A. 
Davis Company, 1937. $15.00. 


This book justifies rather more than the author’s in- 
troduction. It is his contention that the proper and more 
scientific approach to the study of disease “is to first em- 
phasize the pathological changes and physiopathology . . ., 
and then endeavor to deduce the symptoms from the 
lesions.” The book deals only with eye disease as seen 
through the ophthalmoscope and within that limit is 
clear, interesting, beautifully illustrated and in fact an 
atlas of ophthalmoscopy. The contents progress naturally 
from a description of the instrument used through the 
anatomy and physiology of the internal eye, the visual 
field, and anomalies of development to diseases as they 
affect each individual anatomic item. Ophthalmoscopic 
views are placed side by side with diagrams of the cor- 
responding pathologic processes. Throughout the book 
the clarity and simplicity of language are notable. Any- 
one who uses an ophthalmoscope—and who shouldn't 
today—will find this volume an indispensable addition to 
that part of his library that is in daily use. 











420 


Tumors of the Nervous System: An investigation of the 
most recent advances. Vol. xvi of a series of research 
publications. Published by the Association for Re- 
search in Nervous and Mental Disease. 493 pp. Bal- 
timore: The Williams & Wilkins Company, 1937. $7.50. 


This is the sixteenth volume of the research publi- 
cations sponsored by the Association for Research in 
Nervous and Mental Disease. It consists of the com- 
munications presented at the meeting of this society in 
December, 1935. The individual articles are all author- 
itative and of great value to the neurologist and neuro- 
surgeon. Their appeal to others outside of these fields will 
prove weak, however. All the papers deal with some 
aspect of the brain-tumor problem. Your reviewer found 
that which dealt with tissue culture of gliomas the most 
interesting, illustrated as it was with excerpts from 
motion pictures of the growth processes as seen in the 
cells. Other subjects included the effect of irradiation on 
the gliomas, a study of the gliomas from Penfield’s clinic 
in Montreal, another of the meningiomas by Globas and a 
paper on long postoperative survivals by Eisenhardt. All 
libraries should own it, as the work contained within will 
be frequently referred to in the future. 


Fischerisms. Being a sheaf of sundry and divers utter- 
ances culled from the lectures of Martin H. Fischer, 
professor of physiology in the University of Cincin- 
nati. Howard Fabing. Second and enlarged edition, 
Ray Marr. 47 pp. Springfield and Baltimore: Charles 
C Thomas, 1937. $1.50. 


These medical aphorisms are both amusing and thought- 
provoking. And even to a stranger they give an inkling 
why Martin Fischer has been so greatly beloved as a 
teacher. It is not merely that he has the gift of striking 
and epigrammatic expression. Behind his words one senses 
a shrewd and independent mind, a deep devotion to medi- 
cine, a love of truth and conversely a hatred of sham and 
hypocrisy, and an abiding desire for his students to make 
the best of themselves in medicine and in life. If some of 
his thrusts carry a sting it is with beneficent purpose; 
there is no trace of malice. The book is intended for 
those who have sat in his classes; to them it will conjure 
up grateful memories. But any doctor, even one to whom 
Fischer is no more than a name, should find it well worth 
perusal, 


Gastroscopy: The endoscopic study of gastric pathology. 
Rudolf Schindler. 343 pp. Chicago: The University 
of Chicago Press, 1937. $7.50. 


Gastroscopy with the flexible gastroscope has opened up 
a new field in medicine—the study of the living pathology 
of the stomach by direct vision. Dr. Schindler, who de- 
veloped the Wolf-Schindler flexible gastroscope in 1932, is 
unquestionably the leading authority in the world on the 
subject of gastroscopy. For this reason alone his book 
should be of the greatest importance to gastroenterologists 
and internists, in fact to the entire medical profession. 

The book is very comprehensive with chapters on the 
history of gastroscopy, anatomy of the esophagus and stom- 
ach, mechanical and optical problems, technic, orientation, 
gastroscopic appearance of the normal stomach, functional 
disturbances, gastric ulcer, acute and chronic gastritis, 
granulomas, tumors, the postoperative stomach, and the 
relation of gastroscopy to surgery and to x-ray. 

It is repeatedly emphasized that gastroscopy is an ad- 
junct to the x-ray and does not in any way displace x-ray 
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examination. By this method the finer changes in the 
mucosa, especially small erosions, superficial gastritis, 
atrophic gastritis and hypertrophic gastritis, are seen. It 
aids in differentiating gastric neurosis and gastritis, gastric 
ulcer and carcinoma, gastric polyposis and hypertrophic 
gastritis, and hemorrhage from gastritis and hemorrhage 
from other lesions. Gastroscopy is of importance in con- 
firming x-ray diagnoses of ulcer and carcinoma and in de- 
termining the location and operability of the disease; in un- 
explained hematemesis or melena it is indispensable, fre- 
quently revealing small superficial ulcers or erosions with 
gastritis. 

The critical reader will undoubtedly question a few of 
Dr. Schlinder’s claims, but the reviewer feels confident 
that gastroscopy is here to stay and that the future will 
substantiate most of these claims, 


The volume is well written, well printed and beautifully 
illustrated, with eight color plates, showing ninety-six gas- 
troscopic views of normal and pathologic stomachs. 


A Textbook of Applied Biochemistry for Pharmacists and 
Pharmaceutical Students. Frank Wokes. 522 pp. 
Baltimore: William Wood & Company, 1937. $5.00. 


The fact that such a book as this is necessary for the 
training of pharmacists in England indicates the difference 
in the status of the pharmacist in Europe and in America. 

The book itself is an extraordinarily lucid and valu- 
able compilation of chemical and physicochemical facts 
which have a bearing on drug action, preservation or 
potency. The theoretical background of the various tests 
and assays and the important chemical relations of drugs 
are thoroughly and clearly discussed. The amount of 
information compressed into a small space is unusual; the 
book is a mine of information not readily available in 
one volume elsewhere and should be available for refer- 
ence even for medical students. 

It is not possible to go into the details, but such varied 
subjects as spectroscopy, hormones, vitamins and the re- 
lations of bacteria to pharmacy are brought together in a 
most interesting and effective manner. Apart from its 
value as a convenient reference manual, it is well worth 
leafing through. 


A Textbook of Surgical Nursing. Henry S. Brookes, Jr. 
636 pp. St. Louis: The C. V. Mosby Company, 1937. 
$3.50. 


This textbook is written by a practical surgeon who has 
co-operated with trained nurses in its production. The 
book is profusely illustrated with excellent pictures. They 
show various surgical conditions, positions for operations 
and instruments which might be laid out for various types 
of surgery. Surgical procedures both major and minor 
are pictured and discussed in a way to aid a nurse to 
understand how she may be of help and what might 
be expected of her. The chapter on gynecologic sur- 
gery is written by H. S. Crossen, who is an authority on 
the subject. The book is admirable, and any nurse who 
had acquired its contents would know more surgery than 
there is time to teach in most nursing schools. Any 
person studying or teaching nursing would do well to own 
this book. 

Incidentally, the bock gives one a very pleasant opinion 
of the surgical care of patients in the Barnes Hospital, 
St. Louis, where Dr. Brookes visits. 











